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A disproportionate number of African American adults are susceptible to influenza- 
related morbidity due to chronic health conditions.  The purpose of this study was to examine 
factors influencing influenza vaccination decisions among African American adults ages 18 and 
older in Blount County, Tennessee. Factors included constructs of social influence, access, 
vaccine safety, doctor recommendations, and sources of knowledge regarding the flu vaccine.  
Research questions were formulated to specifically address factors influencing one’s decision to 
be immunized for influenza. The theory of planned behavior served as the framework for 
developing the study. 
A survey based on national phone surveys was modified and used with permission. The 
survey was revised and modified based on results from the nominal group technique and pilot 
testing. The convenience sample for the study was drawn from local Black Churches, a 
barber/beauty shop, and community center events. A total of 230 completed surveys were used 
for the study, with 18 surveys omitted due to missing data. Statistical analysis was conducted 
with SPSS 18.0. Descriptive statistics, content analysis, logistical regression modeling, and chi-
square testing were used to analyze the data and address the research questions. 
According to this study, 53% of the participants received the flu vaccine during the 2009-
2010 flu season, while 47% did not.  Results indicated that there were no significant differences 
in demographic factors between vaccinated and non-vaccinated study participants. However, 
three specific factors were predictors of influenza immunization status between vaccinated and 
non-vaccinated study participants. Statistically significant predictors were social influence, 





were twice as likely to receive the vaccine if family and close friends recommended 
immunization. Influenza immunization practices differed significantly according to positive 
perceptions of vaccine safety.  Lastly, influenza immunization status differed significantly 
according to sources of knowledge about the vaccine. Family/friends, news/media, 
employer/work, community center, and school were significant sources of knowledge. The level 
of statistical significance was set at 0.05 for this study. 
Further research and health education efforts on influenza immunizations need to focus 
on vaccine safety, social influence, and culturally appropriate sources of knowledge. The three 
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Influenza, known as the flu, is a common respiratory illness that can result in mild  
symptoms, hospitalization or even death (The Centers for Disease Control and Prevention, 
[CDC], 2010a). High risk groups for flu morbidity and mortality are adults with specific health 
conditions (U.S. Department of Health and Human Services [DHHS], 2011a). Specific health 
conditions include heart and kidney disease, diabetes, and asthma. Adults ages 65 and older are 
also at high risk of adverse outcomes from the flu, with 90% of flu-related deaths and more than 
50% of flu-related hospitalizations attributed to this age group (DHHS, 2011b). 
A disproportionate number of African Americans of all ages are susceptible to serious 
effects of influenza due to exacerbating health conditions such as diabetes and high blood 
pressure (CDC, 2009, Zimmerman, Lauderdale & Tan, 2010). The best prevention for influenza 
is the flu vaccine (CDC, 2010a). The Advisory Committee on Immunization Practices has 
recommended the flu vaccine for everyone ages six months and older, beginning with the 2010-
11 flu season (CDC, 2011). This recommendation is based on incremental increases in the 
numbers of people recommended for the flu vaccine over the years. The ongoing world flu 
pandemic was also a reason for the inclusive recommendation (CDC, 2010b). 
Healthy People 2020, a national agenda for health, contains objectives aimed at 
increasing the number of people receiving the influenza vaccine. The objective pertaining to the 
immunization is “Increase the percentage of children and adults who are vaccinated annually 
against seasonal influenza” (DHHS, n.d.). The document, Healthy People 2020, is designed to 
improve health outcomes for all Americans and is updated every ten years. Projected goals and 





community health activities, and measure health outcomes (DHHS, n.d.). Goals for Healthy 
People 2020 are based on recommended community activities and scientific evidence related to 
preventable infectious diseases. The goal related to immunizations is to “Increase immunizations 
rates and reduce preventable infectious diseases.” The Healthy People 2020 goal and objective 
were retained from Healthy People 2010 since they were not achieved. Only 39% of high risk 
adults aged 18 to 64 were vaccinated compared to the goal of 90% for Healthy People 2010 
(DHHS, n.d.).  
Health reports from the 2009-10 flu season indicated that more African Americans and 
other minority groups than Whites were hospitalized due to influenza (Levi, Segal, St. Laurent & 
Lieberman, 2010). Minority deaths due to influenza could have been averted by more than 3,000 
if the Healthy People 2010 influenza immunization goals were achieved (Fiscella, Dressler, 
Meldrum & Holt, 2007). Research indicates that underuse of influenza immunizations may be 
the result of many factors (Adult Immunization Consensus Panel, 2003; Wray et al., 2007). 
According to the literature, some of the key factors that play a role in influenza vaccination 
status for older African Americans are: lack of knowledge pertaining to need for vaccine, 
unawareness of susceptibility, mistrust of health care providers, perceptions about vaccine side 
effects of vaccines, vaccine effectiveness, vaccine safety, and perceived access to the vaccine  
(Adult Immunization Consensus Panel, 2003; Harris, Chin, Fiscella & Humiston, 2006; Winston, 
Wortley & Lees, 2003; Wray et al., 2007). There is a need to further examine factors associated 
with vaccination status for minorities (Adult Immunization Consensus Panel, 2003; O’Malley & 
Forrest, 2006).  
As an African American woman, I am interested in the underlying reasons for health 





me to meet many African Americans affected by preventable diseases such as diabetes and high 
blood pressure. Most health education campaigns for minorities seem to address knowledge and 
education level around a health topic instead of addressing practices based on personal 
experiences and sources of knowledge. Experiences and sources of knowledge include racism, 
documentation of historical mistreatment by the health care system, and perceptions of access. 
For example, when I asked my 75 year old college educated aunt about getting a flu shot, all she 
said was “Tuskegee.” Although most studies focus on the differences between African 
Americans and Whites, few have looked at the differences between African Americans who 
choose certain health behavior practices and those who do not. Disparities among African 
Americans across age groups should be examined as well. A focus on differences within the race 
instead of between races may have positive implications for health education by shedding light 
on the rationale underlying vaccination status.  
Factors associated with vaccination status can be categorized as knowledge, perceptions, 
and practices. This study contributes to the body of knowledge regarding influenza immunization 
disparities between vaccinated and non-vaccinated African Americans through the development 
of a written survey instrument and its implementation in Blount County, Tennessee. Survey 
development was conducted through the compilation and modification of phone survey 
instruments that were translated to a written instrument. The survey was modified based on 
suggestions obtained from the use of Nominal Group Process and doctoral committee members. 
Results from this exploratory study can provide a foundation for culturally appropriate health 







Significance of the Study 
A seminal study on both patient-related and provider-related factors associated with adult 
influenza status addressed the research question: What key factors play a role in immunization 
disparities for African American adults? (Adult Immunization Consensus Panel, 2003). The 
Adult Immunization Consensus Panel, convened by the National Medical Association, 
rationalized this research question by stating that there is no focused effort to reduce 
immunization disparities among African American adults. Therefore, the Panel chose to examine 
the literature for key factors pertinent to adult African American immunizations in order to 
develop informed recommendations on methods for increasing vaccination rates.   
The audience for the paper was the National Medical Association, a historical 
organization for African American physicians and health professionals, but can be extended to 
health educators. This paper is important to the existing body of knowledge in several ways. 
First, the process of consensus by experts used for the composition of this paper moved the issue 
of immunization disparities forward by presenting a strong foundation for further research. It is 
also an extensive review of the literature and involved a key expert panel in the development of 
the paper. Key factors from this review were used for this study. 
My interest in the topic of adult vaccinations specifically began in Spring 2010 during a 
University of Tennessee, Knoxville, Community Health Education Planning class. My 
culminating class project was to assess the underuse of H1N1 vaccinations by African 
Americans in Blount County using the PRECEDE-PROCEED model. The project was requested 
by the Blount County Health Department. Due to a lack of available data and non-support by a 
few county citizens during the needs assessment phase, the project expanded to address the entire 





A team of graduate students developed an educational display that was placed alongside 
the Blount County Flu clinic at a local WalMart. The interactive, educational display included a 
display board about H1N1, germ light, printed materials, hand sanitizer, and activities for 
children. During the educational display, the Blount County Health Department vaccinated 38 
individuals against H1N1 (V. Hatcher, personal communication, March 13, 2010). Prior to the 
educational booth and campaign, the Blount County flu clinic averaged approximately 14-15 
vaccinations per day (V. Hatcher, personal communication, March 13, 2010).  
Forty people completed evaluation forms for the display and two vaccinations were given 
specifically because of the interactive, educational booth and campaign (Jackson, Johnson, Kelly 
& Story, 2010). Twenty-nine shoppers indicated that they were likely to receive the H1N1 or 
seasonal flu vaccination because of the educational display. Eight of the shoppers indicated that 
they would not receive the H1N1 or seasonal flu vaccination, and three shoppers were 
undecided. Lastly, more than 50% of participants indicated that they would be more likely to 
receive the vaccine due to the educational display (Jackson et al., 2010). However, I noticed that 
African American shoppers did not stop for information at the display. 
As I reviewed the results from this project and held discussions with the Blount County 
Health Department director, there remained an apparent need to assess vaccination practices in 
the African American community. According to the Blount County health department director, 
immunization rates for African Americans were lower than Whites for the 2009-2010 flu season 
(M. Roberts, personal communication, February 22, 2010). Preliminary discussions were held 
with a key community leader in an effort to provide clarity on the Spring 2010 project. The 






This study contributes to the current body of knowledge pertaining to vaccination 
practices, knowledge and perceptions by examining relationships between vaccination status 
among African Americans and factors influencing vaccine decisions. This study is unique in 
several ways. Most studies measure health disparities between Whites and African Americans 
instead of examining differences between African Americans. Additionally, factors such as 
social influence and sources of knowledge on immunization status were examined for this study. 
Most studies do not include adults younger than age 50, although adults ages 18 and older are 
now included in the flu vaccine recommendations. Lastly, this study utilized a written in-person 
survey compared to a phone survey. Unlike national phone surveys, this method allowed 
participants to ask questions prior to survey completion or receive assistance in survey 
completion. Also, the sampling method included those who may not have phone service. 
Information from this study may be used to inform public health workers in Blount 
County and peer counties. Morgan County, Alabama, Sullivan County, Tennessee and 
Washington County, Tennessee are considered peer counties to Blount County by the U.S. 
Health Resources and Services Administration. Peer status is based on population size, age 
distribution, and poverty (DHHS, 2000).  Blount County is considered rural according to 
Department of Commerce’s Bureau of the Census, with less than 1,000 people per square mile 
(U.S. Census Bureau, Geography Division, 2009).  
Blount County is positioned as part of Appalachia, or the Mountain South, which 
includes areas of Tennessee, Alabama, Virginia, North Carolina, Georgia, West Virginia, and 
Kentucky. This region of Appalachia is more rural (42%) than the rest of the country  
(Appalachian Regional Commission, n.d.). For the fiscal year 2012, 96 counties in Appalachia 





results from this study may have implications for both Blount County and rural communities 
with similar demographics within the United States.  
 
Study Population 
 According to The Department of Commerce’s Bureau of the Census, a rural county is 
defined as a place with a population density of less than 1,000 people per square mile (U.S. 
Census Bureau, Geography Division, 2009). Blount County, Tennessee can be considered a rural 
county according to this definition, as the population density is 218 persons per square mile, with 
a total population of 121,511 persons (U.S. Census Bureau, 2010a).  
The majority (63%) of Blount County residents are between the ages of 18 and 65 years 
of age, 21,9% are under 18 years of age, and 15.1% of Blount County’s residents are aged 65 or 
older (U.S. Census Bureau, 2010 a). The racial makeup of Blount County is as follows: 94.4% 
White, 3.2% Black, 0.3%, American Indian and Alaska Native, 1.0% Asian, and 1.9% Hispanic 
or Latino (U.S. Census Bureau, 2010 a). Most African Americans reside in the cities of 







Figure 1. Racial Demographic of Blount County 
The median annual household income for residents in Blount County was $47,225 in 
2008 (U.S. Census Bureau, 2000a). Census results for African Americans indicate that the 
average household income for Africans Americans was only $20,000 in 2000 (U.S. Census 
Bureau, 2000a). Sixty-three percent of the population is employed (U.S Census Bureau, 2000b). 
Approximately 84% of the population has a high school degree or higher, while 20.7% has a 
bachelor’s degree or higher (U.S. Census Bureau, 2010a).  
A historical overview may provide some insight on the demographics of African 
Americans in Blount County. Maryville College, a liberal arts school in Maryville, is known for 
early racial integration in 1869. It remained integrated until Jim Crow laws forced segregation 
for the school. After the U.S. Supreme court outlawed public segregation, Maryville College was 
the first college in Tennessee and one of the first in the South to end segregation policies 
(Tennessee Civil War National Heritage Area, n.d.).  
Alcoa is one of the few company founded towns in the United States. In 1914, African 
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Mississippi to work for the Alcoa Aluminum Company in Blount County, Tennessee (personal 
communication, S. Carr-Clowney, November 29, 2011). Specifically, the Hall community of 
Alcoa became home for most African Americans.  The school and church for the Hall 
community were financed by the Alcoa Aluminum Company. Many people in the African 
American community have health insurance because of their current or former employment at 
Alcoa (personal communication, S. Carr-Clowney, November 29, 2011).  
 Living in a rural area is defined as a protective factor for White adults, but a negative 
factor for African Americans in regards to health (Bennett et al., 2010). Patients report that they 
spend less time with their doctors in rural areas, which can be compounded by feelings of 
discrimination (Bennett et al., 2010; Ngo-Meltzer et al., 2006). Eighteen percent of Blount 
County’s residents are considered to be in poor or fair health, compared to 19% for the state of 
Tennessee (Robert Wood Johnson Foundation and the University of Wisconsin Population 
Institute (RWJ), 2011). 
Blount County is ranked 38 out of 95 counties surveyed in Tennessee for overall health 
behavior outcomes and is ranked 6 out of 95 Tennessee counties for socio-economic status 
(RWJ, 2011). Eighteen percent (18%) of Blount County adults are uninsured, as compared to 
nineteen percent (19%) uninsured adults for the state of Tennessee (RWJ, 2011). Only 11% of 
the population report inadequate social support (RWJ, 2011). Specific information for African 
Americans was not indicated within this profile. This information demonstrates a need for 
research concerning preventive health care practices for African Americans such as 
immunizations and assessments. Due to the unique geographical and demographical status, 





  The Centers for Disease Control and Prevention’s (CDC) Behavioral Risk Factor 
Surveillance System generated no report for adult (aged 65 years and older) influenza 
vaccinations in Blount County for the years 2000-2006, due to a survey sample size fewer than 
50 persons. Therefore, utilizing what CDC considers being a “peer county” of equal makeup, 
Sullivan County, Tennessee reported approximately seventy four percent (73.9%) of adults aged 
65 years and older receive annual flu vaccinations. (Centers For Disease Control and Prevention, 
2000-2006). This is still lower than the Healthy People 2010 and 2020 target of 90% for all 
adults (DHHS, n.d.). Observations indicated lower immunization rates for African Americans in 
Blount County compared to Whites (M. Roberts, personal communication, February 22, 2010).  
The population for this study was African American adults ages 18 and older residing in 
Blount County, Tennessee. Selection of the study population was based on information from 
Blount County which indicated that influenza vaccination rates are low for African American 
adults (personal communication, M. Roberts, February 22, 2010). Participants were not excluded 
based on economic status, educational level, insurance coverage or vaccination status. Study 
participants were attendees of Blount County Black Churches, community center events, and a 
barber/beauty shop. 
Theoretical Framework 
 The model selected for this study was the Theory of Planned Behavior. The Theory of 
Planned Behavior (TPB) is considered to be an extension of the Theory of Reasoned Action 
(McKenzie, Neiger & Thackeray, 2009).  The Theory of Planned Behavior assumes that 
behavior can be explained by intention (Ajzen, 1991). Constructs of the Theory of Planned 
Behavior are behavioral beliefs, attitude towards the behavior, normative beliefs, subjective 





immunization studies (Weinstein et al., 2007; Zimmerman, 2003). Constructs of the Theory of 
Planned Behavior were used in a study by Wray et al. (2009) as a framework for a questionnaire 
about flu concerns among African Americans.  
 
 
Copyright @ 2006 Ajzen. Public Domain 
Figure 2. Theory of Planned Behavior (TPB) 
 
Within TPB, behavioral beliefs are thought to lead to attitudes towards a behavior. 
Behavioral beliefs are considered to be a bridge or predictor between behavior and expected 
health outcomes (Ajzen, 1991; Fishbein, 2008). For example, if an individual has a strong belief 
that vaccination will help him/her avoid the flu, the individual will probably have a positive 
attitude toward flu vaccination. However, if a person believes that the vaccine will cause the flu, 
then one’s attitude toward the vaccine will probably be negative. Attitude toward a behavior is a 
positive or negative value associated with the behavior and its guidelines. It is considered to be a 






Normative beliefs are defined as one’s perceptions of expected behavior from a referent 
group (McKenzie et al., 2009). The referent group could be family members, health care 
providers or other groups based on the population being studied. This leads to the development 
of subjective norms. Subjective norms refer to perception of others’ opinions about the action, or 
social influence (Ajzen, 1991; McKenzie et al., 2009). In the case of influenza vaccination, a key 
subjective norm may be doctor recommendation (McKenzie et al., 2009; Wray et al., 2007). It 
could also be influence by family and friends. In a study by Zimmerman (2003), people who 
were vaccinated were more likely to be influenced by their friends and relatives to get a 
vaccination. The power of the subjective norm is determined by one’s perception of someone in 
authority or control. Research indicates that some African Americans don’t feel comfortable 
challenging their physician or asking questions, denoting personal definitions of authority  
(Adult Immunization Consensus Panel, 2003).  
Control beliefs refer to one’s perceptions of factors that may determine the inability to 
perform a behavior. Each factor of control beliefs are thought to directly affect perceived 
behavioral control. Perceived behavioral control leads to intention and ultimately behavior. 
Unlike personal locus of control in other theories, perceived control is defined as situational, not 
simply controlled by personal experiences or obstacles (Ajzen, 1991; McKenzie et al., 2009). 
Perceived control is needed for positive health outcomes, even if attitudes and intentions are 
positive. This is important as lack of access to vaccination may be due to factors beyond personal 
control, such as an inadequate level of knowledge about locations to receive vaccines. Perceived 
control can be used as a substitute for actual control which is determined by personal beliefs 
(Ajzen, 1991, McKenzie et al., 2009). The Theory of Planned Behavior makes the assumption 





(Ajzen, 1991). This would be accurate in most cases regarding vaccinations, unless a shortage of 
vaccine was experienced during a flu season. The Theory of Planned Behavior was used as a 
theoretical framework in a study by Gallaher and Povey (2006) to predict intention of an elderly 
population to obtain the flu vaccine.  
 
Purpose of the Study 
This study examined factors associated with influenza vaccination status among African 
Americans in Blount County, Tennessee. Therefore, the purpose of the study was to determine 
what factors play a role in the decision to receive influenza immunizations for African American 
adults ages 18 and older. 
 
Statement of the Problem 
The problem in this study was the low influenza vaccination rates among African 
American adults. The flu vaccine is considered the best prevention against the flu according to 
the Centers for Disease Control and Prevention (DHHS, 2011c). It is estimated that more than 
one thousand flu deaths per year among African Americans could be averted with administration 
of the flu vaccine, with an increase of seven life years for Black men (Fiscella et al., 2007). 
Influenza immunization percentages in Tennessee were five percentage points lower for African 
Americans compared to Whites during the 2009-2010 flu season (Ding et al., 2010).  African 
Americans in Blount County have lower rates as well (CDC, 2008; personal communication, M. 





Both qualitative and quantitative methods have been utilized to determine the reasons for 
low immunization rates on a national level (Daniels, Juarbe, Rangel-Lugo, Moreno-John, & 
Perez-Stable, 2004; Farris, 2005; Lindley, Wortley, Winston, & Bardenheier, 2006; Link, 
Ahluwalia, Euler, Bridges, Chu & Wortley, 2006; Nowalk et al., 2009; Wortley, 2005). The 
method that was used in this exploratory study yielded baseline data on practices, perceptions 
and knowledge surrounding influenza vaccination status for African American adults in Blount 
County, Tennessee. This baseline was obtained through an analysis of relationship between 
factors influencing one’s decision to be vaccinated for the flu and vaccination status. The study 
was conducted through the use of a modified survey instrument and administration of the 
instrument to community members. Survey modification occurred through the use of Nominal 
Group Technique with a panel of community members. The modified survey was administered 
to a convenience sample of community members in one county.  
 
Research Questions 
The following research questions were formulated to address the purpose of the study: 
1. Do the influenza immunization practices of African American adults in Blount County 18 
years of age and older differ significantly according to perceptions of the flu vaccine and the flu? 
2. Do the influenza immunization practices of African American adults in Blount County 18 
years of age and older differ significantly according to one’s knowledge about the flu vaccine? 
3. Do the influenza immunization practices of African American adults in Blount County 18 
years of age and older differ significantly depending on access to the flu vaccine? 
 4. Do the influenza immunization practices of African American adults in Blount County 18 





5.  Do the influenza immunization practices of African American adults in Blount County 18 
years of age and older differ significantly according to personal demographic information? 
6. Do the influenza immunization practices of African American adults in Blount County 18 
years of age and older differ significantly according to having a trusting relationship with their 
health care provider? 
7. Do the influenza immunization practices of African American adults in Blount county 18 
years of age and older differ significantly according to how they learned about the flu vaccine? 
Limitations 
The following limitations of the study in no ranked order were: 
1. Self- reporting for vaccination status, 
2. An assumption that participants will adequately complete the survey instrument, 
3. Participants will adequately respond to the survey instrument modification process, 
4. Participants are capable of reading and comprehending the survey and its instructions, 
5. Survey questions used for this study were not previously tested for reliability, and 
6. Participants at churches, community centers, beauty/barber shops will reflect usual attendance 
on days that data is collected. 
 
Delimitations 
 For the purpose of this study, participants in the Nominal Group Technique and Pilot 
Testing were African American community members. Only African American adults ages 18 
and older living in Blount County, Tennessee, who attend churches, barber and beauty shops, 






Definitions and Terms 
Influenza (Flu) - The term Flu is used for illnesses caused by influenza viruses. Symptoms can 
range from mild coughing, aches, sore throat, and in severe cases, death (CDC, 2010c) 
 
Influenza vaccine- Influenza vaccination can be provided as a shot or nasal spray.  The shot 
contains killed virus that is usually administrated with a needle. The nasal spray contains live, 
weakened virus and is also known as the flu mist. It is an option for people ages 2 to 49 years old 
(CDC, 2010c). 
 
Flu Season- Although flu can occur throughout the year, anywhere from late November to early 
March is usually the peak of flu season (CDC, 2010c). 
 
High risk illnesses- Diseases that increase risk for complications due to influenza infections 
include diabetes, asthma, people who have suffered from a medical infraction, and have heart 
disease (Adult Immunization Consensus Panel, 2003; CDC, 2009).   
 
Vaccine Safety- Perception that vaccine is made appropriately and will not cause harm to 
individuals (Adult Immunization Consensus Panel, 2003; Sengupta, Corbie-Smith, Thrasher, & 
Strauss, 2004; Wray et al., 2007) 
 
Summary 
Influenza, a common respiratory illness, can cause mild symptoms or even death, 





many of these health conditions such as diabetes and asthma. According to the Centers for 
Disease Control and Prevention, the influenza vaccine is the best method for preventing the flu 
(CDC 2010a).  However, immunization rates remain low among African Americans. This study 
examined factors associated with influenza vaccination status among African Americans in 
Blount County, Tennessee. Therefore, the purpose of the study was to determine what factors 
play a role in the decision to receive influenza immunizations for African American adults ages 
18 and older. 
The Theory of Planned Behavior was utilized as the theoretical framework. Chapter II 







































This chapter presents a review of the relevant literature regarding current 
recommendations for adult influenza immunizations, information on the flu, flu vaccine, and 
adult influenza immunization disparities. It will also cover factors associated with influenza 
vaccination status for African American adults from the literature. Factors covered in the review 
are: mistrust of health care providers as it relates to trust of the health care system, sources of 
knowledge, impact of health education, issues of perceived vaccine safety, susceptibility, 
effectiveness, and the impact of social determinants on influenza immunization status. Lastly, 
cultural appropriate approaches for research in the African American community along with 
methodology for influenza immunization research will be reviewed. 
 
Literature Related in Content 
Information on the Flu and Recommendations for Adult Influenza Vaccinations 
The flu is a contagious respiratory illness that occurs mainly during the fall and winter 
season, usually peaking around January or later (The Centers for Disease Control and 
Prevention, [CDC], 2010c). Signs and symptoms include sore throat, headaches, and coughing. It 
is primarily spread through droplets when someone with the flu coughs, sneezes, or talks (The 
Centers for Disease Control and Prevention, [CDC], 2010a).  
The best prevention measure against influenza is the flu vaccine (DHHS, 2011c). It is 





the flu vaccine are developed on a regular basis by the Advisory Committee on Immunization 
Practices. The committee meets every three to five years to determine appropriate 
recommendations and practices for vaccinations (Kroger, Sumaya, Pickering & Atkinson, 2011). 
The committee consists of a diverse group of both domestic and international health care 
providers and professionals and is recognized as federal experts on the topic of immunization by 
the Centers for Disease Control. Recommendations from this committee are designed to ensure 
that health care professionals have updated and accurate information on immunizations. Prior flu 
vaccine recommendations focused on high risk groups, such as those with chronic health 
conditions, the elderly, and pregnant women. A recent decision by the Advisory Committee on 
Immunization Practices recommends that everyone ages six months and older should receive the 
flu vaccine beginning with the 2010-11 flu season (CDC, 2011; Kroger et al., 2011). 
The recommendation was developed for several reasons. Some people in high-risk groups 
may not have been aware of the prior recommendations for the vaccine. Also, data suggests that 
some populations which were not previously identified as high risk may be at risk for influenza. 
These groups include individuals who are obese, post-partum women, and some racial/ethnic 
groups. In addition, the number of people recommended for the flu vaccine has increased over 
the years. The committee decided that a universal recommendation would communicate a clear 
message to everyone about the importance of receiving the flu vaccine (CDC, 2010b). Protection 
lasts for approximately one year; therefore, vaccination is needed on a regular basis  
(DHHS, 2011c). 
The only contraindications for the flu vaccine are that of a past allergic reaction or 
allergies to eggs (Kroger et al., 2011).Those with egg allergies should not receive the flu vaccine 





vaccine are rare. Mild side effects from the vaccine may include soreness, redness, or swelling in 
the location of the shot. Vaccination can occur in the presence of mild respiratory illness, but is 
not recommended in the case of severe illness (Kroger et al., 2011). This is due to the fact that 
symptoms from a severe illness could make it difficult to identify possible side effects as a result 
of receiving the vaccine. 
Health care providers and educators have the opportunity to dispel common myths about 
vaccinations by providing scientific information to patients and to the community. Both possible 
risks and benefits of vaccinations should be discussed with patients in a manner that is culturally 
and linguistically appropriate (Kroger et al., 2011). This can facilitate educated decision making 
for patients who may have difficulty navigating through vaccination information on their own 
(Kroger et al., 2011).  
 
Information on the Flu Vaccine  
Vaccine information sheets (VIS) and vaccination safety messages (VSM) are produced 
for consumers by the Centers for Disease Control and Prevention each flu season. According to 
the current VIS, the 2011 vaccine provides protection against both the A/H1N1 flu and two other 
influenza viruses (DHHS, 2010a). People who received the H1N1 flu shot in 2009 were still 
recommended to receive the flu shot for the 2010-11 flu season (DHHS, 2010a).  There are two 
types of flu vaccines that can be received, shot or the nasal mist. The shot is an inactivated form 
of the virus provided by injection. A high dose form of the injection is available for adults ages 
65 and older (DHHS, 2010b).  The nasal mist or LAIV (live activated intranasal influenza 
vaccine) is a live weakened version of the virus and is recommended for healthy individuals ages 





or weakened immune systems should receive the shot instead of the nasal mist (DHHS, 2010b). 
Although the vaccine is made from flu virus, it does not cause influenza (DHHS, 2011c). 
Both VIS and VSM forms can influence intent to receive the influenza vaccine. A 
randomized control trial conducted by Wray et al. (2009) for African Americans aged 50 and 
older studied adults who had not received the influenza vaccine. Study participants expressed 
concerns about vaccine safety and contracting the flu through the vaccine. Participants 
completed a baseline questionnaire and were randomized to read either a Vaccine Information 
Sheet (VIS) or a Vaccine Safety Message (VSM). Results indicated that there was a significant 
difference between intended vaccination practices for African Americans who received a VIS 
compared to those who received a VSM (Wray et al., 2009). Those who received the VSM 
demonstrated a higher level of knowledge about the transmission of flu and how the vaccine 
works than those who received the VIS alone. VSM recipients were also less likely to believe 
that the vaccine caused influenza (Wray et al., 2009). Results from this study are in accord with 
other studies noting that vaccination safety is a concern among African Americans (Adult 
Immunization Consensus Panel, 2003; Daniels et al., 2004).  
 
Adult Influenza Immunization Disparities 
During the period 2000-10, African American adults ages 65 and older had the lowest 
influenza immunization rates when compared to other racial groups (Setse et al., 2011). The 
differences between Whites and African American adults ranged from 15 to 23 percentage points 
during this period (Setse et al., 2011). Results were based on the National Behavior Risk Factor 





According to the Centers for Disease Control, percentages of influenza vaccinations for 
minorities and Whites ages 65 and older differed by 11% for the 2009-10 season, at 74% for 
White, and 63% for all minorities, with African Americans at 58% (Setse et al., 2011). 
Percentages in Tennessee were 71.4% for Whites and 67% for African Americans for this time 
period (Ding et al., 2010). Differences in age groups are evident on a national and state level as 
well. For example, African Americans ages 50-64 years of age received vaccinations at a lower 
percentage (45%) than those ages 65 and older (68%) (Ding et al., 2010). Tennessee also has 
differences in vaccination rates by age with 46% for adults ages 50-64 compared to 70% for 
those ages 65 and older (Ding et al., 2010).  
The 2010-11 flu season followed the 2009 H1N1 pandemic. It was the first season that 
the flu vaccine recommendations included everyone ages six months and older (Kroger et al., 
2011).  The Centers for Disease Control interim results indicate that influenza immunization 
rates increased by 3.6 percentage points for African American adults compared to the 2009-10 
season (Furlow et al., 2011). Results are for 43 states participating in the BRFSS and National 
Immunization Survey. It is important to note that survey results were based on self report and 
had low response rates overall. 
National influenza immunization rates do not segment those with specific high risk 
medical conditions such as diabetes. This is important as a disproportionate number of African 
Americans suffer from high risk medical conditions (CDC, 2009; Zimmerman, Lauderdale & 
Tan, 2010). More Whites than African Americans with high risk health conditions are usually 
vaccinated for influenza (Adult Immunization Consensus Panel, 2003; Egebe & Zheng, 2003). 






Factors Associated with Influenza Immunization Status 
Key factors, or barriers associated with influenza immunization status can be categorized 
as provider-related and patient-related (Adult Immunization Consensus Panel, 2003; Johnson, 
Nichol & Lipczynski, 2008).  Provider related barriers are a lack of recommendations from 
providers, lower quality of care and missed opportunities for vaccinations (Adult Immunization 
Consensus Panel, 2003; Wray et al., 2007).  Some patients noted that their health care provider 
does not share information about the flu vaccine (Farris, 2005; O’Malley & Forrest, 2006; 
Zimmerman, 2003). This is important as several studies indicated that patients are more likely to 
get the vaccine if it is recommended by their physician (Nowalk et al., 2009; Wray et al., 2007). 
Farris (2005) notes that health care providers may be distracted by other medical conditions, or 
may be unaware of medical interactions and contraindications to the vaccine. However, results 
from another study indicated that African Americans had lower rates of vaccination even when 
receiving provider recommendations (Santibanez, Mootrey, Euler & Janssen, 2010). Patient-
related barriers included lack of awareness pertaining to the flu shot, mistrust of the health care 
system, fear that the vaccines will cause illness, lack of perceived susceptibility to the flu, access, 
and mistrust of health care providers.  
Mistrust of Health Care Providers and the Health Care System 
Many factors contribute to the relationship between doctor and patient and its effect on 
vaccination status. In a study by O’Malley and Forrest (2006), African American patients were 
more skeptical of the information giving skills of their provider, had less confidence in their 
provider’s ability to respond to questions, and had less dependence on their provider for both 
emotional and physical health compared to Whites. This lack of trust in health care providers 





historical experiences like the Tuskegee medical experiments (Daniels et al., 2004; Daniels et al., 
2007). It is important to note that some African Americans trust their health care providers, but 
not the health care system (Harris et al., 2006). 
The Tuskegee experiment, spanning more than 30 years, is one of the greatest and longest 
standing reasons for medical mistrust among the African American community, particularly as it 
applies to injections. During this experiment, African American males were told that they were 
receiving treatment for “bad blood,” i.e. syphilis. In fact, the primary reason for the experiment 
was to determine the effects of untreated syphilis (Jones, 1993, Washington, 2006). Weak and 
ineffective doses of treatment were initially provided to the men. As the study continued, 
treatment became less important and the men were led to believe that spinal taps were actually 
injections of medication. During the study, penicillin became available and was considered as an 
effective course of treatment. However, it was not offered to the men (Jones, 1993). Study 
participants in Tuskegee, Alabama were offered free burials, autopsies, and medical care in 
exchange for being part of the study (Jones, 1993).This was an important incentive as 
participants were not used to receiving any type of medical care. The study was terminated in the 
early 70’s. Some study participants who were offered authentic health care at that time refused to 
participate (Gamble, 1997; Jones, 1993).  
The roots of mistrust by African Americans of the health care system run deep. African 
Americans were accustomed to grave mistreatment from autopsies and surgeries performed 
without consent to women being placed on public display during medical examinations 
(Washington, 2006). Even after the Civil Rights Movement, African Americans feared being 
kidnapped for medical experimentation, or having family members removed from graves without 





retaining as much medical autonomy as possible, particularly for elective preventive care such as 
vaccinations (Harris et al., 2006; Millet, Close & Arthur, 2010). For example, sick and burial 
societies were started in historical Black Churches as a result of discrimination (Lincoln & 
Mamiya, 1990) Due to the aforementioned history, African Americans may become skeptical of  
anything that may seem like an experiment, such as injections (Gamble, 1997).  
The word “Tuskegee” has become a symbol for racism in clinical research for many 
African Americans, and still may be the reason for some people to miss medical appointments 
(Thomas & Quinn, 2000). However, the Tuskegee study is not the only reason for medical 
mistrust among some African Americans (McCallum et al., 2006). There is a collective memory 
of mistreatment and disrespect by the health care system. Collective memory refers to shared 
beliefs and experiences within a community (McCallum et al., 2006). These memories can be 
constructed in a way to validate the perspective of the storyteller (Reverby, 2001). For example, 
in a study by Harris et al. (2006), elderly African Americans recalled segregation in hospitals and 
accounts of death due to a lack of treatment. Study participants mentioned the aforementioned 
incidents as a reason for medical mistrust. However, most participants in the Harris et al. (2006) 
study trusted their personal health care provider.  
Many African Americans refuse to believe the facts about the Tuskegee study. For 
example, many believe that Tuskegee participants were injected with syphilis, although that was 
not true. This reinforces the fact that some African Americans need to use Tuskegee as a symbol 
of all medical mistreatment (McCallum et al., 2006). In fact, knowledge of the Tuskegee study 
did not equate to non-participation in a meta-analysis by McCallum et al. (2006). Some African 





(McCallum et al., 2006). Overall, the Tuskegee study did not seem to be associated with 
unwillingness to be vaccinated (McCallum et al., 2006). 
Mistrust may be due to perceived racism during regular medical visits as well. In a study 
on patient perceptions based on race, many African Americans reported racist experiences during 
routine medical visits, resulting in perceptions of lower quality health care (Lillie-Blanton, 
Brodie, Rowland, Altman & McIntosh, 2000). African Americans note that providers assume 
that they are not able to pay, resulting in lower quality of treatment. In fact, ability to pay did not 
differ significantly among Blacks and Whites (Lillie-Blanton et al., 2000). Whites who 
participated in the same survey were not aware of these issues and did not perceive unfair 
treatment during their health care visits (Lillie-Blanton, et al., 2000). This coincides with the fact 
that the race of the patient, not the physician, was shown to be statistically significant in 
influenza vaccination rates (Nowalk et al., 2009). Overall, African Americans expressed a lack 
of confidence in the health care system, which differed significantly from perceptions of Whites 
(Lillie-Blanton, et al., 2000). Most vaccinated African Americans receive their flu shots from a 
health care provider, so the issue of mistrust is important to address (Ngo-Metzger et al., 2006; 
Santibanez et al.,2010). 
Sources of Knowledge 
Minority populations who underuse specific preventive health services, such as 
immunizations, are often the priority populations for health initiatives. However, ways of 
knowing, reliable sources of knowledge, and the impact of racism may be neglected in the 
development of health education initiatives. In the seminal work, Women’s Ways of Knowing 
(Belenky, Clinchy, Goldberger, & Tarule, 1986), several ways of knowing or understanding the 





connected, received, subjective, and subjugated knowers can be used to examine health beliefs of 
African Americans.   
In Knowledge, Difference, and Power, a compilation of essays inspired by Women's 
Ways of Knowing, Schweickart described silence as a connected way of knowing. Silent knowers 
in Women’s Ways of Knowing were defined as women without an inner voice; they considered 
themselves as deaf and dumb, and did whatever people told them without question. Instead of 
being defined as something negative or a way to succumb or submit to authority, Schweickart  
describes silence as a place of personal agency (Schweickart, 1996). This silence may emerge in 
medical interactions with health care providers, where survival of the medical system is a 
motivating force. This may explain why some African Americans report poor communication 
with their health care providers (Lillie-Blanton et al., 2000). Instead of absence of the inner 
voice, there may be a refusal to project one’s voice in the face of the medical system. 
Connected knowing can be defined as the integration of personal (subjective) and other 
voices (objective) as one’s own (Belenky, 1996a). The connected knower is comfortable with 
examining different points of view. Different points of view are sought after as a means to 
extend personal understanding to others, no matter how uncomfortable it may be. It is hearing 
others in their own terms, accepting the reality of others as their true reality.  
The connected knower inserts oneself into the situation from the perspective of the other, 
using the self as a research instrument (Belenky, 1996a). For example, some African Americans 
feel that the flu shot gives them the flu. A connected provider will accept that reality and view 
the doctor visit as a transaction for both the patient and provider.  Knowledge becomes an 





some aspects, it is becoming free to grow, and follow that growth. Self-awareness is paramount 
to this type of knowledge, which may be developed from a received way of knowing.  
Received knowers utilize listening as their primary means of learning, or way of 
knowing.  There is no need to evaluate or analyze information, but to seek, receive, and accept 
information from authorities (Belenky et al., 1986). Authorities may include pastors and 
community leaders. Received knowers are often intolerant of opposing views from authorities. 
When faced with opposing views, the opinion of the majority becomes the standard (Belenky et 
al., 1986). As it pertains to medical care, received knowers may turn to community authorities 
instead of traditional medical authorities in the face of conflicting views. Historically, some 
African Americans are accustomed to receiving knowledge about health, but may progress to a 
subjective view. This may occur upon realization that they are allowing others to control their 
knowledge and perceptions. 
Subjective knowledge is also an important way of knowing when examining sources of 
health knowledge and perspectives among African Americans (Belenky et al., 1986). It is best 
defined as learning to listen to one’s inner voice and honor it. As one woman said during the 
current study in Blount County, “Honey, we don’t worry about these doctors. We know how to 
listen to our own bodies.” It is the process of learning to use and honor one’s own thoughts and 
values. There may be a “right answer” according to society, but subjective knowledge gives one 
the power to refute this, believing that real power resides from within. This can seem 
disadvantageous to a physician who is trying to convince a minority patient to receive treatment 
based on the medical model, since subjective knowledge is often regarded as intuitive.  
Indeed, there is a multiplicity of thought involved with subjective knowing (Belenky et 





opinion, although one has decided that his opinion is just as valid as anyone else. If there is a 
disagreement, the subjective voice is always right. This is also a general distrust of what others 
consider to be knowledge, as could be applied to the use of vaccines. What is considered a 
rational or safe choice for one person, could be considered unsafe to a person with a subjective 
worldview.  This can equate to a rejection of traditional science, or even that of health and 
medicine. The subjective knower may feel that health professions are devoid of feeling and not 
part of one’s inner voice. At the same time, subjectivity could breed silence that prevents African 
Americans from contributing to the general body of medical knowledge. 
 Sources of knowledge for African Americans are based on ways of knowing that have 
emerged from their historical situation in our society. African Americans often use religion, the 
soul and stories from others, as verified sources of knowledge, along with their subjugated 
knowledge (Sleeter & McLaren, 1995). Subjugated knowledge can be described as “double 
consciousness” or a “view from below” (Sleeter & McLaren, 1995). Double consciousness refers 
to the ability to examine and view mechanisms of oppression and the oppressor while 
acknowledging how they are viewed in the world.  This becomes a source of knowledge for 
making health care decisions. 
Public home places are places of validation for this subjugated view. Public home  
places provide a stage for African Americans to have a voice as they move from silence and 
subjugation to connected knowing (Belenky, 1996b). Barber shops, community settings, and the 
Black Church can be considered as home places. The social norms that are established in these 
home places influence decisions made in medical settings, family and work life. These settings 





al. (2004). Participants noted that they were not aware of the benefits of the flu vaccine, what it 
was, or what it would do to them. 
 
The Black Church and Preventive Health 
The Black Church is a historical place of empowerment and identity (Lincoln & Mamiya, 
1990). For the church, health is measured by the wellness of everyone, not the individual.  This 
is in contrast to the traditional medical system which focuses on the individual, not taking into 
account the situational reality of African Americans which is embedded in public home places 
and community (Airhihenbuwa & Lilburd, 2006). The Black Church can be defined as seven 
historical denominations: African Methodist Episcopal, African Methodist Episcopal Zion, 
Christian Methodist Episcopal, National Baptist Convention of America, National Baptist 
Convention, Progressive National Baptist Convention, and the Church of God in Christ  
(Lincoln & Mamiya, 1990).  
The literature indicates that pastors and religious leaders have high levels of influence on 
decisions made by their parishioners (Churchwell & Schaffner, 2011; Waller, Ceaser, Story, & 
Tooley, 2010). In a study by Daniels et al. (2007), researchers collaborated with pastors and 
church leaders in the development of a faith-based immunization study. Once the researchers 
established the consistency of the study with the church mission, pastors effectively recruited 
church members for the study through announcements and church bulletins.  
The historical leadership role of the pastor in the African American community is a 
conduit for his/her role as a health leader (Levin, 1986). African American pastors were key 





ability to serve as health change agents by framing preventive health care as a wellness issue for 
the entire church family, not just an individual (Levin, 1986).  
Level of pastoral education plays a role in the outcomes of health education programs as 
well. According to West et al. (2006) pastors with higher levels of education are less likely to 
believe that AIDS is a punishment from God. Attitudes regarding principles of addiction were 
associated with levels of education as well. This may influence how health topics are addressed 
from the pulpit. Pastors with higher levels of education are more likely to establish community 
health outreach programs (Thomas, Quinn, Billingsley & Caldwell, 1994). Pastors and ministers 
may be able to use their influence to facilitate preventive care practices, such as influenza 
immunization.  
The emerging importance of health in the Black Church is evidenced by health ministries 
and policy statements. For example, the Progressive National Baptist Church (PNBC) ministry 
statement addresses the need to decrease health disparities among minorities through education 
and awareness. The mission of the PNBC health ministry is to “strengthen congregations 
physically, mentally, and spiritually- to serve God by serving others (Progressive National 
Baptist Church, 2010). Health ministries and statements are often based on scriptures, such as I 
Corinthians 6:19: “Know ye not that your body is the temple of the Holy Ghost,” meaning that 
the place of God’s dwelling should be kept in optimal condition.  
 An example of the Black Church as a source of health knowledge is the National Black 
Church Initiative (NBCI).  The NBCI coalition represents 34,000 Black and Latino churches and 
18,000 sister churches. One of their mission points is to decrease health disparities in health care 
for its members, churches and the public (National Black Church Initiative, 2011a). The coalition 





immunization and that coverage for minority groups needs to be improved (National Black 
Church Initiative, 2011b). One of their strategies for improving health is the distribution of the 
Health Note series to NBCI members. Health Note is designed to provide knowledge on 
important health issues such as immunizations. 
Clearly defined educational messages are needed to reduce vaccination disparities 
between African Americans and Whites using influential spokespeople such as church leaders 
and physicians (Adult Immunization Consensus Panel, 2003; Cameron et al., 2009). The Black 
Church is a source of power and is poised to make a difference in the realm of preventive health. 
 
Effects of Racism  
Some sources of knowledge and ways of knowing for African Americans were birthed 
out of racism.  Racism can be described as a socially constructed entity used to maintain a 
particular social order based on skin color; it is not biologically based (Sleeter & McLaren, 
1995). Race is used by those in power to enforce mechanisms that keep things in a specific social 
order. These mechanisms are reinforced by cultural structures that may not be visible to others 
and results in a placement of deficits on behaviors on specific racial groups (Airhihenbuwa & 
Lilburd, 2006). 
African Americans recall a host of incidents in history to validate their sense of mistrust 
in the medical system due to racism, especially in the South. In the 60’s, “Mississippi 
appendectomies” was a code word for hysterectomies performed on African Americans women 
without their consent (Washington, 2006). The Tuskegee experiment, a long term study on 
African American men with syphilis, withheld proper treatment from patients when it was 





reasons why some African Americans mistrust medical providers and the health care system. 
Choosing not to receive preventive medical procedures, such as immunizations, can be a way to 
protest years of exploitation. Potential collaborators and partners should be aware of the impact 
of racism and discrimination in order to design programs that focus on reducing disparities and 
removing barriers to healthy behavior.  
 
Impact of Health Education 
Health education can be defined as a combination of planned learning activities designed 
to influence voluntary behavior change.  Through health education, people are able to identify 
personal health issues and work to resolve them. Health promotion is a combination of both 
educational and environmental activities including organizational and political activities (Minelli 
& Breckon, 2009). Both health education and promotion activities should be culturally 
appropriate for each audience (Minelli & Breckon, 2009). 
This type of culturally appropriate community-based program is seen in the Racial and 
Ethnic Disparities Immunization Initiative (READII) project sponsored by the Centers for 
Disease Control and Prevention (CDC). The READII program, a demonstration project managed 
by the CDC, was designed to investigate ways to reduce racial and ethnic disparities pertaining 
to immunizations among adults ages 65 and older (Wortley, 2005).  Underlying principles of the 
program were to increase vaccination rates and to increase local buy-in through community 
partnerships. Program demonstration sites were located in Chicago, Illinois; San Antonio, Texas; 
Milwaukee, Wisconsin; Jackson, Mississippi and the Delta region; and Rochester, New York 
(Kicera, Douglas & Guerra, 2005). The San Antonio site focused their efforts on the Hispanic 





The remaining three sites focused on African Americans exclusively. The program timeline was 
from 2000 to December 2004, including three flu seasons. The time period for evaluation 
occurred in three waves: February-May 2003, February-May 2004 and February-May 2005 
(Rodewald, 2004). 
Each READ II site was responsible for: 1) Baseline community needs assessment 2) 
Implementing strategies to educate and improve accessibility to immunizations and; 3) 
Conducting a local evaluation (Kicera et al., 2005).  The baseline needs assessment consisted of 
focus groups and other activities used to pretest messages at each site (Kicera et al., 2005).  The 
CDC staff collaborated with sites for implementation and evaluation by providing technical 
assistance.  This included assistance with the development of community action plans and 
provision of health provider toolkits containing evidence based materials, such as low literacy 
cards and brochures (Kicera, 2004; Wortley, 2005).  This provided limited quality assurance 
around implementation for programs (Rodewald, 2004). CDC staff also secured community buy-
in for implementation and evaluation of local programs (Rendon & Clayton-Davis, 2005). 
Each site had an individualized program. For example, the Chicago site had specific 
objectives to increase public awareness of influenza risks, increase use of effective strategies to 
increase vaccine coverage, and to increase access for two flu seasons. This was done through 
strategic planning with community partners. Community partners included the American Lung 
Association Chapter, Cook County Bureau of Health, Chicago Housing authority and the 
Chicago Department on Aging. Each partner had specific responsibilities for coordination and 
distribution of materials (Morita, 2006). Community partners were subdivided into a public 
awareness committee, community outreach, and provider education. Each committee had 





for immunizations. Each component of the program (public awareness, provider education, 
service delivery, and community outreach) was used as a basis for their evaluation objectives 
(Morita, 2006). 
Custom public/private community partnerships and strategies by each READ II site were 
designed to reduce immunization disparities. For example, the San Antonio site featured 
partnerships with the Alamo Area Council of Governments and HEB grocery chain pharmacists 
to implement immunization programs (Rendon & Clayton-Davis, 2005). Rochester, Mississippi 
and Wisconsin focused part of their programs on primary care intervention such as securing 
physicians standing orders for immunizations (Kicera et al., 2005; Wortley, 2005). Local 
evaluations were customized and based on site objectives. 
Evaluation findings for the overall READ II program revealed several factors that may 
play a role in immunization disparities. Lack of convenient locations for mass immunizations 
and lack of collaboration with programs such as Meals on Wheels may decrease opportunities for 
immunization. Attitudes of health care providers toward immunizations also seemed to influence 
recommendations for the vaccines (Kicera et al., 2005).  
Descriptions of program settings within the evaluation were a positive result of the study.  
For example, the programs in Rochester and Wisconsin used patient reminder systems and 
communication during clinical assessment to increase vaccination rates (Wortley, 2005).  The 
program in Chicago featured multiple public provider community partnerships that could serve 
as examples for other communities (Morita, 2006).  Mississippi sites offered extensive 
community education and immunizations in locations throughout the Delta (Kicera et al., 2005).  
The rich descriptions of the interventions can assist practitioners and others in their areas who 





In a study by Schensul, Radda, Coman, & Vasquez (2009), an ecological approach was 
taken to provide health education for minority elderly adults living in public senior housing. The 
intervention was provided on macro and micro levels through partnerships with the building 
manager, local health agencies, and a resident committee. The building manager and an alliance 
of health agencies worked to ensure availability of location for flu clinics, educational campaign 
materials, and vaccines. A resident committee was responsible for co-creating information for 
the residents along with the researchers. Campaign materials were based on cultural values of the 
residents along with scientific information provided by the researchers. Methodology included an 
intervention and control group. 
Results indicated that influenza immunization rates were 71% post intervention, 
surpassing the goal needed for group immunity (Schensul et al., 2009). This increase was 
statistically significant when compared to the control building. However, the change in the odds 
ratio for African Americans likely to receive the influenza vaccination after the posttest was not 
statistically significant (Schensul et al., 2009). This study is an example of the need for ecologic 
approaches to health education and continued research in regards influenza immunization for 
African Americans (Schensul et al., 2009, Stone et al., 2002). 
Results from a seminal study on administering vaccinations in faith-based organizations 
demonstrated the importance of location and education (Daniels et al., 2007). Adults receiving 
education during a church vaccine clinic received immunizations at a percentage of 80% 








Perceived Vaccine Safety, Effectiveness, and Susceptibility 
 Safety of the influenza vaccine and questions about its effectiveness are prominent 
concerns for unvaccinated African American adults (Lindley et al., 2006; Wray et al., 2009). 
These concerns are more influential than perceived susceptibility or severity of illness due to 
influenza (Wray et al., 2009). According to the literature, minority patients and other 
unvaccinated patients may fear that the flu vaccine will interact with current medications, is not 
effective, and may cause side effects or actual illness (Adult Immunization Consensus Panel, 
2003; Daniels et al., 2004; Farris, 2005; Harris et al., 2006; Lindley et al., 2006; Wray et al., 
2009; Zimmerman, 2003). There also may be concerns about the safety of flu shot components 
(Lindley et al., 2006). 
 Attitudes about susceptibility among vaccinated and unvaccinated adults vary. Some who 
are unvaccinated may not feel susceptible to influenza if they do not fear death from illness 
(Daniels et al., 2004). Others may feel that their health is not based on destiny, causing them to 
take more proactive measures (Daniels et al., 2007). In a study by Santibanez et al. (2010), most 
adults ages 50-64 who were vaccinated reported that they did not want to get the flu as their 
reason for receiving the vaccine. When asked the question: “If you do not get a flu shot, what are 
your chances of getting sick with the flu?”, statistically significant differences were found among 
racial groups. Fewer non-vaccinated African Americans were aware of national vaccination 
recommendations compared to Whites (Santibanez et al., 2010). However, both unvaccinated 
and vaccinated groups felt that people who are old and sickly should receive the vaccine due to 
their susceptibility to the flu (Daniels et al., 2004). 
In a focus group study by Daniels et al. (2004), researchers inquired about attitudes and 





aware of the benefits of the vaccine, what it was, or possible side effects. Some adults were not 
aware of recommendations for vaccines or thought that it would cause one to get the flu. 
Although study participants were those who did not routinely receive vaccinations, there was a 
strong desire for preventive care and health. 
 
Impact of Social Determinants on Immunization Status    
Social determinants of health are defined as environments and other social related factors 
influencing health outcomes (Wilkinson & Marmot, 2003). Social determinants are important as 
they are fluid aspects of health, unlike genetics. Some of these factors that can hinder health 
outcomes are social exclusion, social gradient, options and resources as well as social 
relationships (Wilkinson & Marmot, 2003).  
Social exclusion refers to elements in the environment that can hinder one from accessing 
help, such as discriminating acts (Nazroo & Williams, 2006). Discrimination can prevent 
minorities from receiving quality care, even when they have health insurance coverage (Lillie-
Blanton et al., 2000). Missed opportunities for vaccinations occur more frequently for African 
Americans than Whites, even when both groups hold specific social-economic and demographic 
factors in common, such as education, income, secondary insurance and Medicare coverage 
(Adult Immunization Consensus Panel, 2003, Bennett, Bellinger & Probst, 2010; Farris, 2005; 
Fiscella et al., 2007; Lindley et al., 2006; Nichol, Lofgren & Gapinski, 1992; Nowalk et al., 
2009; O’Malley & Forrest, 2006; Zimmerman, 2003). People with low income still may be at 
risk of missing the opportunity for the vaccine due to lower access to quality health services 





According to the literature, lack of preventive care does not seem to be the reason for 
possible social exclusion in regards to the flu vaccine. African Americans and Whites both 
reported visiting a medical provider frequently; yet, Whites received vaccinations at a higher rate 
than African Americans (Adult Immunization Consensus Panel, 2003; Egebe & Zheng, 2003; 
Santibanez et al., 2010). Lack of awareness regarding cost may be an exclusion issue for some 
older adults. Medicare began reimbursement for the vaccine in 1993, but some people are not 
aware of this (Farris, 2005; Zimmerman, 2003). Lastly, the actual location of the vaccine within 
the provider office could be an access issue in some minority medical practices. In a study by 
Nowalk et al, (2009), the vaccine was located downstairs from the patient care area, making 
access inconvenient for health staff. 
Social gradient refers to differences within groups of people in an organization. For 
example, differences between the health of men and women in the United States due to low SES 
have continued downhill since 1980 (Marmot & Bell, 2009). Poverty is a continual determinant 
of health outcomes (Marmot & Wilkinson, 2006). Social gradients for health are seen in Black 
men and white men; the higher the income, the lower the rates of mortality (Marmot & 
Wilkinson, 2006).  
It is also important to understand how social gradients affect the social determination of 
health disparities. Disparities can be a result of genetic, cultural and socio economic issues 
(Nazroo & Williams, 2006). For example, in a seminal study by Lille-Blanton et al. (2000), 
African American patients reported that their providers assumed that they did not have health 






Social support or relationships can also have significant effects on health based on the 
quality of the relationships. Research supports the idea that cohesive communities often 
experience better health outcomes than those who are isolated (Stansfeld, 2006). Cohesion can 
be defined as participation in communal activities. An example of this would be church 
attendance or participation at community center events. It may be important to identify groups 
that have less social cohesion than others in order to identify potential health hazards  
(Stansfeld, 2006). Social support can be a facilitator of positive health outcomes. 
 
 
Literature Related to Methodology 
 
Culturally Appropriate Approaches 
African Americans are often reluctant to participate in research studies for a variety of 
historical and current reasons. Several suggested strategies for engaging African Americans in 
research studies include ensuring that potential participants have a thorough understanding of the 
research project and the use of proper culturally appropriate language such as “program,” not 
project (Gonzalez, Gardner & Murasko, 2007). It is also important to discuss issues of trust, 
location for the study and potential barriers with community leaders. Discussions with leaders 
should take place in the community before initiating the study and throughout the duration of the 
study. Appropriate community leaders to contact before initiating the study may include health 
care providers and church leaders (Gonzalez et al., 2007). 
In many close knit communities, face- to- face recruitment is most successful (Gonzalez 
et al., 2007). Recruitment methods may also include a convenience sample created through 





Black churches are considered to be appropriate locations for health promotion programs based 
on their proven history of activism regarding civil rights issues, including health (Lincoln & 
Mamiya, 1990; Markens, Fox, Taub & Gilbert, 2002). Once participants have enrolled in a study, 
researchers should continually meet with them and answer any questions that may arise. Overall, 
strategies for recruitment and retention are consumer–centered (Gonzalez et al., 2007). 
 
Methods for Influenza Immunization Research 
A variety of research methods are seen in the literature for measuring factors associated 
with immunization status. Quantitative phone surveys and qualitative methods are utilized 
(Daniels et al., 2004; Nowalk et al., 2009; Winston et al., 2003). Quantitative studies feature 
Likert scales, self report for vaccination status (yes or no) and open ended questions to measure 
constructs for factors (Johnson et al., 2008; Santibanez et al., 2010). Studies with a qualitative 
component have focused on exploring themes associated with patient-related and provider 
related barriers to influenza vaccination (Daniels et al., 2004; Harris et al., 2006; Nowalk et al., 
2009). Some studies utilize secondary data to assess beliefs and impact of influenza 
immunization disparities (Bennett et al., 2010; Egede & Zheng, 2003; Fiscella et al., 2007; 
Wortley, 2005).  
In a study by Weinstein et al. (2007), the ability of risk perception measures to predict 
vaccination was assessed. Risk magnitude judgments were compared to beliefs and feelings 
about risk for students, faculty and staff at a University (Weinstein et al., 2007).  Risk 
magnitude, or perceived susceptibility, was measured with questions such as “If I don’t get the 
flu shot, I think I am….unlikely or likely to get the flu this year.” Risk magnitude questions were 





of Reasoned Action/ Planned Behavior (Weinstein et al., 2007). Multi-item Likert scales and 
percentage scales were used for the survey instrument. Overall, feelings of risk were a stronger 
predictor than risk magnitude, with feelings of risk being a better explainer of variance for 
women than for men (Weinstein et al., 2007). The strongest predictor of vaccination in the study 
was anticipated regret from not taking the vaccine, measured by the question “If I don’t get a flu 
shot and end up getting the flu, I’d be mad at myself for not getting the flu shot.” It is important 
to note that most health theories are based on beliefs, not feelings of risk, although this was the 
most important indicator in the study by Weinstein et al. (2007).  
Few national influenza immunization studies utilize written survey instruments, as most 
surveys are conducted via phone (Lindley et al., 2006; Santibanez et al., 2010).Quantitative 
survey instruments found in the literature were not designed to specifically address factors 
among African Americans nor are they formally validated (Schensul et al., 2009). Nominal 
group technique is one process that can be used to modify and validate surveys. 
Nominal Group Technique (NGT) is used for consensus building on a number of topics. 
It is both a problem solving and idea generating technique (Delbecq, 1975, CDC, 2006). It can be 
used to refine a survey tool before it is distributed within a community, which adds to cultural 
competency of the study (CDC, 2006).The process facilitates cultural competency in that 
everyone in the group has a voice and contributes to reaching consensus.  
In a study by Sarre and Cooke (2009), the nominal group process was used to develop a 
scorecard for indicators of research capacity in primary care organizations. Participants were 
provided with the indicators electronically before meeting in person and were encouraged to 
provide alternative ideas. After rating the indicators, the researchers developed a list for the in-





specific quadrants as defined by the researchers during the electronic portion of the survey. This 
resulted in indicators that were agreed upon by various partners of the public health care system, 
including researchers and public health specialists. The process was characterized by high levels 
of agreement (Sarre & Cooke, 2009). 
 
Summary 
 The flu vaccine is recommended for everyone aged six months and older (Kroger et al., 
2011). African American adults have lower rates of influenza immunization compared to Whites, 
nationally and in Tennessee (Ding et al., 2010). Multiple factors contribute to influenza 
immunization practices among African American adults. These include perceptions of vaccine 
safety, susceptibility, sources of knowledge, trust of the health care system and the impact of 
social determinants on influenza immunization status (Adult Immunization Consensus Panel, 
2003). Perceptions of vaccine safety are more influential than perceived susceptibility to the flu. 
Sources of knowledge impact influenza immunization practices based on personal ways of 
knowing and public home places. The Black Church is poised as a powerful public home place 
and source of knowledge.  
Mistrust of health care systems and /or providers for some African Americans may be 
due to historical mistreatment as exemplified in the Tuskegee experiment. Social determinants as 
it relates to health disparities may influence influenza immunization practices as well. Therefore, 
health education programs such as the READ II program play a vital role in addressing low 
immunization rates among African Americans.  
Culturally appropriate research methods for African American communities should 





recruitment methods. Consensus building methods such as Nominal Group Technique can be 
used to validate surveys in a culturally appropriate manner. Chapter III focuses on methodology 





























Influenza immunization rates for African Americans continue to be lower than Whites 
despite socio-economic status and frequent visits to health care providers (Adult Immunization 
Consensus Panel, 2003; Link et al., 2006). Few studies examined the associations between 
patient-related factors and influenza immunization status among African Americans (Daniels et 
al., 2004; Jones et al., 2010). Information on these relationships could benefit prevention 
practices. The objective of this study was to examine factors associated with influenza 
immunization status among African American adults residing in Blount County. The dependent 
variable in this study was influenza immunization status. Independent variables were perceptions 
of the vaccine and the flu; knowledge of vaccine, perceived access, relationship with health care 
provider, sources of knowledge, and social influence.  Differences among influenza 
immunization status based on demographic information were examined as well. This chapter 
describes the sampling, survey modification, data collection, and statistical procedures that were 
used to conduct the study. 
 
Sampling Technique 
Convenience sampling was used to collect data from African American adults ages 18 
and older in Blount County, Tennessee. This sampling method was also used for recruitment of 
participants in the Nominal Group Technique and Pilot Testing. Convenience sampling was used 





sampling allowed the researcher to conduct the study in locations where most African Americans 
frequent, thus increasing the response rate.  The limitation to convenience sampling is the lack of 
generalizability due to the unpredictable availability of the study population (Gay, 1992). 
Nominal Group Technique and Pilot Testing were used to develop and modify the survey 
instrument for this study. 
 
Instrumentation 
Nominal Group Technique 
Participants in the Nominal Group Technique were selected as a convenience sample 
from a local Black church. Four women and three men participated in the process. Demographic 
information was provided by four of the seven participants. The age of the participants ranged 
from 48 to 58 years. Two people held full-time employment at the time of the study. Most 
participants received the flu shot last season. The educational level of participants included high 
school graduates and college graduates. Table 1 provides a description of Nominal Group 
Technique participants who completed demographical information. 
Table 1. Description of Nominal Group Technique Participants 





A Full-time 56 M Associate 
Degree 
Y 
B Unemployed 46 M High school  Y 
C Full-time 54 F Bachelor 
Degree 
Y 






NGT members responded to the following questions independently after reviewing the 
survey: 1) What are the strengths and weaknesses of the survey, 2) How would you change the 
survey? and, 3) What would you add to the survey? The process was conducted in a local 
university meeting room. 
All responses to the questions were ranked 1-5, with one weighed as most important and 
five weighed as least important. Consensus was reached for Question 1: “What are the strengths 
and weaknesses of the survey?” The five highest ranked responses were selected. The responses 
for Question 1 as it pertains to weaknesses were as follows: 1) Make the survey available to 
those who are blind and hearing impaired, 2) Enlarge words on the survey and bold them, 3) Add 
more options for how people heard about the flu shot, 4) Color code questions and, 5) Reverse 
the Likert scale, by starting with strongly agree first. Nominal group participants verbally agreed 
that the strengths of the survey were that the instrument was easy to understand and not too 
lengthy. 
Question 1: What are the strengths and weaknesses of the survey? 
1. Make available to the blind and hearing impaired 
2. Survey font needs to be enlarged and bolded 
3. Make sure directions and process are explained clearly 
4. Color code questions 
5. Reverse Likert scale ( start with strongly agree first) 
 
In response to Question 2, “How would you change the survey?” responses from Question 1 
were repeated, with two additional items. The group agreed that every other line should have a 





For Question 3: “What would you add to the survey?”, the group provided six responses. 
The four highest ranked responses were included in the results, due to the weight of the scores. 
The top four responses were as follows:  1) Add question: What are your fears about the flu shot? 
2) Add question: Have you ever had the flu? 3) Add color to scale for clarity, and 4) Repeat the 
purpose of the survey in the actual survey.  Topics of consensus pertaining to survey 
administration included: 1) Ensure that direction and process for administering survey are 
explained clearly, and 2) Questions may need to be read to some participants.  
Question 3: What would you add to the survey? 
1. Question: What are your fears about the flu shot? 
2. Question: Have you ever had the flu? 
3. Add color to scale for clarity 
4. Repeat the purpose of the survey throughout the survey 
 
Information on survey formatting from the NGT was used for modifying the survey. The 
font was increased in size and bolded for readability. Also, the purpose of the survey was placed 
on both the informed consent and survey instrument to ensure that directions were explained 
clearly. Lastly, the researcher asked organizational leaders and respondents about disability 
needs before and during data collection.  
After consulting with a statistician, doctoral committee members, and reviewing NGT 
data, suggested additional questions and options were added to the survey.  The additional 
questions are, “Were you diagnosed with the flu by a health care provider during the last flu 
season?”, “If you received the flu vaccine last season, was this your first time receiving the flu 





ended question for explanation of fears. The question, “Have you ever had the flu?” was changed 
to “Were you ever diagnosed with the flu by a health care provider last flu season?” in order to 
document timeframe. Health care provider was added as an option for the question, “How would 
you like to learn about the flu vaccine?” Schools and community centers were added to the 
survey as locations for receiving flu vaccine. 
 
Pilot Testing 
Pilot testing was conducted at a local Black church. All thirteen participants were 
members of the organization. The participants consisted of eight males and five females. Age of 
respondents ranged from 24 to 65 years, with over half of the respondents (54%) being ages 24-
32, while 46% were ages 33-65. All participants completed a minimum of high school, with 23% 
being high school graduates, 46% college graduates, and 31% graduates of  
graduate/professional school.  Lastly, 69% of respondents were full time employed, with only 2 
respondents reporting as retired and part-time employed, and 2 students. All participants 
completed the entire survey.  
All participants agreed that the survey was easy to understand and took a reasonable 
length of time to complete, approximately ten minutes. The only recommendation was an 
increase in font size. This change was made to the survey. Cronbach’s alpha for the final 













Table 2. Description of Pilot Test Respondents by Gender, Age, Educational Level, Work 
and Educational Status 
 
Respondent Gender Age Educational 
Level 
Work Status 
1 Female 30 Grad School/Prof Student 
2 Female 25 College Grad Full Time 
3 Male 24 College Grad Full Time 
4 Male 57 College Grad Full Time 
5 Female 27 High  School Full Time 
6 Male 65 High School Retired 
 7 Male 25 College Grad Student 
8 Male 59 Grad School/Prof Full Time 
9 Male 57 College Grad Full Time 
10 Female 55 High School Full Time 
11 Male 30 Grad School/Prof Full time 
12 Female 32 College Grad Full Time 
13 Male 42 Grad School/Prof Part Time 
 
Questions from several national phone survey instruments were consolidated to develop a 
new survey instrument. Surveys utilized for the new survey instrument were the National Adult 
Immunization Survey questionnaire, the Disparities Immunization questionnaire, and the 
Barriers to Adult Immunization Study questionnaire. The National Immunization Survey (NIS) is 
implemented by the Centers for Disease Control and Prevention on an annual basis and is 





choose not to get vaccinated (CDC, 2010d). The Disparities Immunization Questionnaire was 
used in a study on racial disparities regarding vaccination status and is available for public use 
(University of Pittsburgh, n.d.).The Barriers to Adult Immunization Study Questionnaire was 
developed for a study of attitudes, knowledge, and barriers that may influence adult vaccination 
status (Jones et al., 2010).All surveys instruments were originally implemented with both White 
and African American populations and were used with written permission from the authors for 
this study (Appendix A). Information on reliability for the surveys is not available. Selected 
questions from the aforementioned surveys were combined into one survey and were used to 
measure patient-related constructs as defined in this study. 
 
Survey Modification 
The Nominal Group Technique process and pilot testing was used to modify the survey to 
fit the needs of the community and to serve as a form of validation. The processes allowed a 
representative group of individuals to gain consensus on topics for survey modification and 
revision before it was administered.  
Nominal Group Technique (NGT) was implemented as follows.  Fifteen individuals were 
invited via phone call, email and letter to participate in a one hour process, with ten participants 
being the maximum number of participants desired (Appendix B). The number of participants 
utilized is consistent with the literature (CDC, 2006). Individuals were recruited from local 
community organizations, including churches and other non-profit organizations. Copies of the 
informed consent form were provided to all participants and read aloud by the researcher before 
the process began. Signed informed consent was obtained from all participants. NGT occurred in 





 Participants responded to four questions pertaining to the survey instrument: 1) What are 
the strengths and weaknesses of the survey as it pertains to directions, questions, response 
options, and length of time for completing the survey?, 2) How would you change the survey 
instrument?, 3) What information should be added to the survey?, and 4) Is information on the 
flu vaccine important? Why or Why not? The purpose was to gain consensus on questions 1, 2, 
and 3 to inform survey modification. 
Participants were asked to respond confidentially to each question. Once responses were 
completed, the participants were separated into two groups. Each group had a person who served 
as a recorder. The recorder asked each participant to state his/her response to questions 1, 2, and 
3 so that they could write it on the board for everyone to view. Discussion was held for clarity on 
each response. After everyone stated their responses, each group member had the opportunity to 
ask questions about responses provided by one’s group members. Once everyone stated an 
agreement with all of the responses posted, responses for both groups were consolidated and 
recorded for both groups to see visually. Duplicate responses from individual groups were 
removed.   
Each participant selected and ranked the top five responses to questions 1, 2, and 3 in 
order of importance, with 1 being most important and 5 being the least important. The responses 
were given anonymously. After participants completed their rankings, the moderator tallied the 
responses. The tally sheet consisted of letters for each response down the left side of the sheet, 
and a column for each participant’s response. Responses ranked as most important were 
weighted with a score of 5, responses ranked as the least important were weighed as 1. Once all 





members. Responses with the highest ratings were considered the most important by the group 
and were considered for use in survey modification. 
Further validation was conducted through pilot testing with members of a community 
organization. The modified survey from NGT was distributed to pilot test participants. Any 
difficulties with completing the survey and time length to complete the survey were noted by the 
researcher. 
 
Modified Survey Instrument 
The final survey instrument consists of questions used to assess influenza immunization 
status and factors as identified in this study (Appendix C). The dependent variable, influenza 
immunization status, was measured through self- report and as a nominal variable (yes or no). 
Influenza immunization status was defined as receipt or non-receipt of the flu vaccine for the 
previous flu season (2009-2010). Constructs for the independent variables were: Perceptions of 
the flu and vaccine, Knowledge of the vaccine, Access, Social influence, Demographical 
information, Trusting relationship with health care provider, and Sources of health information. 
Perceptions of the flu and flu vaccine were safety, susceptibility, and effectiveness. 
Perceptions were measured with a five item Likert-type scale with response categories from 
“strongly agree” to “strongly disagree.”  The survey items requested agreement or disagreement 
with statements regarding possible medical interactions, worries about getting the flu from the 
vaccine, and overall safety of the vaccine, e.g. “The flu shot or mist could interact with my 
current medications.” Perceptions regarding susceptibility were measured with questions such as 
“I feel that I am at risk of getting ill if I do not receive a flu shot.” Effectiveness was measured 





 Knowledge about the flu vaccine was measured with a five item Likert-type scale with 
responses from “strongly agree” to “strongly disagree.” The item assessed knowledge about the 
flu vaccine, i.e. “I am aware of the national recommendations for the flu shot.” Access to the 
vaccine was measured with a five item Likert-type scale as well. The five item Likert-type scale 
items asked respondents about their perceptions regarding access to the flu shot or mist e.g. “I 
am aware of locations that I can receive the flu shot or mist.” 
Social influence was measured with a five item Likert-type scale and a multiple choice 
question. The five-item Likert-type scale item asks respondents about concepts of social 
influence regarding the flu and the shot or mist, e.g. “My relatives and close friends think that I 
should get the flu shot.”  
For demographical information, educational level and work status were measured 
categorically. Educational status groups included highest level of education as formal schooling, 
high school, and graduate/professional school. Work status categories for selection included 
student, part-time worker, retired, full-time, and disabled. Age was measured as an interval 
variable. Gender was measured as a nominal variable (male or female). Health insurance status 
was measured as a nominal variable (yes or no). 
Trusting relationship with a health care provider was measured with a five item Likert-
type scale. Items contained questions such as, “I am more likely to get the flu shot if my health 
care provider recommends it,” and “I have a trusting relationship with my health care provider.” 
Lastly, sources of knowledge regarding the flu vaccine were assessed through a multiple 
response question. The multiple choice question allowed respondents to select ways they learned 
about the flu vaccine. Responses included health care provider, employer, family/friends, church 






Prior to data collection, organizations were contacted to share information about the 
study and to obtain permission to conduct the study. The researcher met with several key 
influential community leaders before conducting the study. Information sheets and letters were 
also distributed (Appendix D; Appendix E). This approach is culturally appropriate for this 
audience given the history of medical mistrust within the African American community as cited 
in the literature (Daniels et al., 2007; Gonzalez et al., 2007). Within Blount County, Tennessee, a 
convenience sample of African American adults ages 18 and over were surveyed in Black 
Churches, at community center events, and in a beauty/barber shop.  These are prime meeting 
places for African Americans in the community and are becoming popular locations for health 
promotion (Markens et al., 2002). Locations were validated through discussions with a key 
community leader. Surveys included a statement of informed consent and took approximately 
fifteen minutes to complete, based on the pilot test (Appendix F). All survey information was 
collected anonymously and kept confidentially and securely locked in a file within the 
Department of Public Health at the University of Tennessee, Knoxville. 
 
Analysis of Data 
 
Analysis was conducted utilizing SPSS version 18.0 and QDA Miner 3.2. Logistical 
regression and chi-square testing were utilized to answer the research questions. Logistical 
regression, also known as ordinary least squares regression, is utilized when one dichotomous 
dependent variable is compared to both categorical and ordinal independent variables 
(UCLA Academic Technology, n.d.).  Logistical regression is useful if a population is not 
predicted to be a normal distribution. Unlike linear regression, logistical regression transforms 





dependent variable occurring are predicted by the independent variable. Logistical regression 
modeling was used to assess the relationship between the dependent variable and independent 
variables in this study. Each model was tested for goodness-of-fit, statistical tests of individual 
predictors, overall model evaluation, and validation of predicated probabilities (Peng et al., 
2002).  
Chi-square testing was used to examine differences between factors pertaining to 
vaccination status for non-vaccinated and vaccinated adults.  The chi-square test allows 
comparisons between categorical, interval, nominal, and qualitative data in order to test 
relationships (Kuzma, 1992). Differences based on influenza immunization status according to 
educational status, age, gender, health insurance, and work status were measured using the chi-
square test. In addition, content analysis was conducted on responses to the survey question, “Do 
you have any fears related to receiving the flu vaccine? If yes, please explain.” 
All data was treated as ordinal due to the nature of the dependent variable, independent 
variables, and research questions.  For the dependent variable, vaccination status, issues of 
interval data were non-existent. Vaccination status was measured as a nominal variable, yes or 
no. For the independent variable, ranking instead of measurement of intervals was needed to 
address the research questions. 
The Cronbach’s alpha was used as a test of overall reliability of the questions within the 
modified survey instrument (UCLA academic tech services, n.d.). Cronbach’s alpha is a 
coefficient of reliability that measures how closely items within a construct are related. The 
survey instrument used for this study contains constructs of flu vaccine and flu perceptions, 
knowledge of vaccine, access, social influence, demographical information, trusting relationship 





(close to 1) indicates that items within a survey instrument are properly measuring a given 
construct. A value of .70 or more is considered acceptable to most social science researchers 
(UCLA academic tech services, n.d.). 
 
Summary 
The population for this study was African American adults aged 18 and older in Blount 
County, Tennessee. Convenience sampling was utilized at a beauty/barber shop, community 
center events, and Black Churches. A survey instrument was compiled from multiple national 
surveys with permission from the authors. The survey was then modified based on findings from 
Nominal Group Technique process and Pilot testing. Logistical regression modeling and Chi-
square testing were used to measure the relationships between influenza immunization status and 
patient-related factors. The Cronbach’s alpha test was used to test the overall reliability of 
measures within the survey instrument. Chapter IV will provide the results of survey 










 The purpose of this study was to examine factors pertaining to influenza vaccination 
status among African American adults ages18 and older in Blount County, Tennessee. Factors 
were examined through administration of the Adult Influenza Immunization Survey. The survey 
instrument, based on national adult immunization surveys, was used with permission from the 
authors and modified by the researcher for this study.  
Revisions and modifications to the survey instrument were based on results from the 
Nominal Group Technique and Pilot Testing. The final modified survey was tested for content 
validity and reliability before administration. The survey instrument was administered to 248 
participants at Blount County churches, community center events, and a beauty/barber shop. This 
chapter will describe the sample and results for the Nominal Group Technique (NGT) and Pilot 
Test. It will also contain a sample description and statistical analysis from the final survey 




 The researcher distributed and collected all surveys in person, over a period of six weeks. 
A total of 248 final modified surveys were collected, with 18 excluded and 230 remaining for 
data analysis. Respondents who did not answer the outcome variable of interest, “Did you 
receive a flu vaccine last season?” were excluded from data analysis. Also, if influenza 





results were not used for data analysis. One survey was excluded due to selection of the same 
choice across the entire Likert scale portion of the survey.  
 
Survey Missing Data 
Missing data were corrected for work status, educational level, and age. Respondents 
who selected both full-time work and student status were categorized as full-time workers. Due 
to multiple write-in responses for disability, this was added as an additional category for data 
analysis. For educational level, the highest level of education was chosen if more than one level 
of education was selected. The average age was computed for the few respondents who 
responded with a decade as opposed to a specific age. Due to random missing data for other 




 Respondents were self-reported African American residents of Blount County. Survey 
administration was conducted in five Black Churches, two local community center events, and a 
local barber/ beauty shop. The sample can be described by age, gender, health insurance status, 
work status, educational level, and immunization status. The average age of respondents was 53 
years, with a range of 18 to 83 years. Utilizing age categories as recommended by the Centers for 
Disease Control for vaccines, 79% of respondents were ages 18-64, and 21% were aged 65 and 
older. Thirty percent of respondents were male, and 70% of respondents were female. Ninety-





The majority of respondents were employed (n=128, 58%). The next highest response group was 
retired (n=68, 31%). Table 3 provides a description of respondents according to work status. 
 
Table 3. Work Status of Respondents 
Work Status n (%) 
Student 7 3.2% 
Full Time Employment 111 50.5% 
Part Time Employment 14 6.4% 
Temporary Worker 3 1.4% 
Unemployed 11 5.0% 
Retired 68 31.4% 
Disabled 5 2.3% 
Total 219 100% 
 
As for highest educational levels, 46% (n=102) of respondents were college graduates, while 
47% (n=105) were high school graduates. Table 4 provides a description of respondents 












Table 4. Highest Educational Levels of Respondents 
Educational Levels n (%) 
No formal Schooling 1 0.5% 
Elementary School 1 0.5% 
Some High School 13 5.9% 
High School Graduate 105 47.3% 
College graduate 59 26.6% 
Graduate/Professional School 43 19.4% 
Total 221 100% 
 
Lastly, 53% (n=122) of respondents received the flu vaccine last flu season, while 47% (n=108) 
did not. Ninety-nine percent (n=227) of respondents received the flu shot instead of the mist. Of 
all respondents who received the vaccine, 9 respondents expressed fear about receiving the 
vaccine. Respondents commented about their fears of vaccine-related illness, based on personal 
or family member experience. 
 
Statistical Analysis 
All research questions were analyzed with SPSS 18.0. Research Question 1 addressed 
whether or not the influenza immunization practices of African American adults in Blount 
County 18 years of age and older differ significantly according to their perceptions of the flu 
vaccine and the flu. Perceptions were defined as those pertaining to vaccine safety, effectiveness, 
and susceptibility to the flu. Two-hundred and eight (208) cases were included in the analysis, 





regression modeling. The overall model has a Wald Value of 94.252, p=.000.  Eighty- four 
(84%) percent of respondents were classified correctly according to this model. Within this 
model, 76% of respondents who were predicted not to receive the flu vaccine did not. Also, 83% 
of those predicted to receive the flu vaccine, received the vaccine.  
Significant predictors of vaccination according to the model are: Risk of illness if vaccine 
is not received (Question 1) (Wald χ
2
 =6.394; p=.011), positive perception of vaccine 
effectiveness (Question 6) (Wald χ
2
= 6.102; p=.014), and positive perception of safety  
(Question 15) (Wald χ
2
= 11.532; p=.001). Odds ratios were also interpreted for this model. The 
odds of receiving the vaccine are two times greater for those who feel they are at risk of the flu if 
they do not receive the vaccine (OR=1.5; [C.I.= 1.095-2.039]), two times greater for those who 
feel that the vaccine is effective (OR=1.8; [C.I.=1.134-2.976]), and two times greater for those 
who feel that the vaccine is safe (OR= 2.4;[C.I.=1.451-4.013]). All odds ratios are reported as 
>1.0 for this study and 95% confidence intervals. Table 5 provides a description of the logistical 













Table 5. Logistical Regression Analysis of Perceptions of Influenza and Influenza 
Vaccine for Influenza Immunization Status 
 
Predictors 




df p value Exp (β) 
 Risk of illness .401 .159 6.394 1 *.011 1.494 
Others may get flu -.352 .202 3.043 1 .081 .704 
Vaccine Effective .608 .246 6.102 1 *.014 1.837 
Interact w/Meds .007 .169 .002 1 .969 1.007 
Get flu from 
vaccine 
-.170 .166 1.048 1 .306 .844 
Side effects -.004 .184 .001 1 .980 .996 
Vaccine is safe .881 .259 11.532 1 *.001 2.413 
Fear of vaccine -.691 .541 1.632 1 .201 .501 
Does not cover all 
strains 
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Chi-square tests at the 0.05 significance level were also conducted in order to answer 
Research Question 1. Predictor variables were “Were you diagnosed with the flu by a health care 
provider last flu season?” (χ
2
=.843; p=.359) and “In your opinion, did you have the flu at some 
point during the last flu season?” (χ
2
=1.546; p=.672) as measures of susceptibility. At p<0.05 
significance level, neither of these predictors were statistically significant. 
Research Question 2 addressed whether or not the influenza immunization practices of 
African American adults 18 years of age and older in Blount County differ significantly 





included in the analysis, with 8 cases missing due to non-response. The question was addressed 
with logistical regression modeling. The overall model has a Wald Value of 65.377, p=.000.  
77% of respondents were classified correctly according to this model. Within this model, 61% of 
respondents who were predicted not to receive the vaccine did not.  Ninety-percent of those 
predicted to receive the vaccine, received it. This model was a better predictor of those who 
would receive the vaccine, than those who would not. 
The significant predictor of vaccination according to the model is the perception that 
“getting the flu vaccine is wise” (Question 3) (Wald χ
2
=34.641, p=.000). Odds ratios were also 
interpreted for this model. The odds of receiving the vaccine are three times greater for those 
who feel that getting the flu vaccine is wise (OR=3.4; [C.I.=2.252-5.067]). Table 6 provides a 
description of the logistical regression analysis of personal knowledge of influenza vaccine for 
influenza immunization status. 
Table 6. Logistical Regression Analysis of Personal Knowledge of Influenza 
Vaccine for Influenza Immunization Status 
 




df p value Exp (β) 
 Vaccines 
important 
-.076 .194 .155 1 .694 .927 
Vaccine wise 1.217 .207 34.641 1 *.000 3.378 
Aware of 
natl.reccom. 




































Research Question 3 addressed whether or not the influenza immunization practices of 
African American adults in Blount County differ significantly depending on access to the flu 
vaccine. Two hundred and thirteen (213) cases were included in the analysis, with 17 cases 
missing due to non-response. The question was addressed with logistical regression modeling. 
The overall model has a Wald Value of 12.314, p=.000.  Sixty-two percent of respondents were 
classified correctly according to this model. Within this model, 36% of respondents who were 
predicted not to receive the vaccine did not.  Eighty-four percent of those predicted to receive the 
vaccine, received it. This model was a better predictor of those who would receive the vaccine, 
than those who would not. 
The significant predictor of vaccination according to the model is being aware of 
locations for receiving the vaccine (Question 16) (Wald χ
2
= 4.252, p=.039). Odds ratios were 
also interpreted for this model. The odds of receiving the vaccine are two times greater for those 
who are aware of locations for receiving the vaccine (OR=1.6; [C.I.= 1.023-2.412]). Table 7 














Table 7. Logistical Regression Analysis of Access to Flu Vaccine for Influenza 
Immunization Status 
 




df p value Exp ( β)  
 Aware of 
location 
.451 .219 4.252 1 *.039 1.571 
High cost -.264 .139 3.603 1 .058 .768 
Lack of 
transportation 
.225 .149 2.262 1 .133 1.252 
Health 
insurance 




































Research Question 4 addressed whether or not the influenza immunization practices of 
African American adults in Blount County differ significantly because of social influence. 
Knowledge of those in the community receiving the vaccine and friends and relatives thinking 
that one should receive the flu vaccine were measures for this perception. Two hundred and 
sixteen cases were included in the analysis, with 14 cases missing due to non-response. The 
question was addressed with logistical regression modeling. The overall model has a Wald Value 
of 53.55, p=.000.  Sixty-nine percent of respondents were classified correctly according to this 
model. Within this model, 57% of respondents who were predicted not to receive the vaccine did 
not.  Seventy-eight percent of those predicted to receive the vaccine, received it. This model was 





Both predictors in the model, “My close relatives and friends think that I should get the 
flu vaccine” (Question 11) (Wald χ
2
=37.486, p=.000) and “People in my community receive the 
flu vaccine” (Question 19) (Wald χ
2
=6.434, p=.011) are statistically significant at p<0.05. The 
odds of receiving the vaccine are three times greater for those who feel that their friends and 
close relatives should receive the vaccine (OR=2.7; [C.I.=1.939-3.616]). Table 8 provides a 
description of the logistical regression analysis of social influence for influenza immunization 
status. 
 
Table 8.  Logistical Regression Analysis of Social Influence for Influenza  
Immunization Status 
 




df p value Exp (β) 
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Chi-square tests at the level of p<0.05 were conducted in order to address Research 
Question 5: Do the influenza immunization practices of African American adults in Blount 
county 18 years of age and older differ significantly according to personal demographic 
information? Demographical variables are age, gender, educational level, and work status. The 





The value of the test statistic for age was χ
2
=53.34; p=.649. At p<0.05 significance level, 
immunization status did not differ significantly according to age. Table 9 provides a description 
of the chi-square analysis for age according to influenza immunization status. 
 











Vaccinated 55(15.38) 53.34 .649 
Non-Vaccinated 50 (12.69)   
 
 
For gender, 47% (n=32) of the males did not receive the vaccine, while 53% (n=36) 
received the vaccine. Fifty-three percent (n=82) of females received the vaccine, while 47% 
(n=74) did not. The value of the test statistic for gender was χ
2
=.003, p=.959. At p<0.05, 
immunization status did not differ significantly according to gender. Table 10 provides a 
description of the chi-square analysis for gender according to influenza immunization status. 
 
Table 10. Chi-Square analysis for Gender 
Immunization 
Status 
Male  Female χ
2
 p value 
Vaccinated 36 (52.9%) 82 (52.6%) .003 .959 
Non-Vaccinated 32 (47.1%) 74 (47.4%)   
 
 
For education, the percentage of non-vaccinated respondents with completed education of 





non-vaccinated respondents were graduates of college and graduate/professional school.  The 
percentage of vaccinated respondents with completed education ranging from elementary to high 
school was 52% (n=61), and 48% (n=56) of respondents were graduates of college and 
graduate/professional school. The value of the chi-square test statistic for education is χ
2
=5.368, 
p=.373. At p<0.05, immunization practices did not differ significantly according to educational 
level. Table 11 provides a description of the chi-square analysis for educational level according 
to influenza immunization status. 
 






















Vaccinated 1 (.9%) 1 (.9%) 9(7.7%) 50(42.7%) 30(25.6%) 26(22.2%) 5.368 .373 
Non-
Vaccinated 
-------- -------- 4(3.8%) 55(52.9%) 28(26.9%) 17(16.3%)   
------ no data 
 Lastly, the percentage of non-vaccinated respondents who were full and part-time 
employed was 56% (n=58). The percentage of vaccinated respondents who were full and part-
time employed was 58% (n=67). The value of the chi-square test statistic for work status is  
χ
2
= 4.346, p=.630. At p<0.05, immunization practices did not differ significantly according to 
work status. Table 12 provides a description of the chi-square analysis for work status according 









Table 12. Chi-Square Analysis for Work Status 
Work Status Vaccinated Non-Vaccinated χ
2 
p value 
Student 3 (2.6 %) 4 (3.9%) 4.346 .630 
Full time 59 (50.9%) 52 (50.5%)   
Part Time 8 (6.9%) 6 (5.8%)   
Temp ------- 3 (2.9%)   
Unemp. 5 (4.3%) 6 (5.8%)   
Retired 38 (32.8%) 30 (29.1%)   
Disabled 3 (2.6%) 2 (1.9%)   
----- no data 
 
Research Question 6 addressed whether or not the influenza immunization practices of 
African American adults in Blount County differ significantly depending on having a trusting 
relationship with one’s health provider. Two-hundred twenty cases were included in the analysis, 
with 10 cases missing due to non-response. The question was addressed with logistical 
regression modeling. The overall model has a Wald Value of 37.859, p=.000.  For this study, 
66% of respondents were classified correctly according to this model. Within this model, 55% of 
respondents who were predicted not to receive the vaccine did not.  Seventy-four percent of 
those predicted to receive the vaccine, received it. This model was a better predictor of those 
who would receive the vaccine, than those who would not. 
The significant predictor of vaccination according to the model is doctor recommendation 
for the vaccine (Question 7) (Wald χ
2





this model. The odds of receiving the vaccine are two times greater for those who have a doctor 
recommendation for the vaccine (OR=1.8; [C.I. =1.487-2.379]). Table 13 provides a description 
of the logistical regression analysis of trusting relationship with health care provider for 
influenza immunization status. 
 
Table 13. Logistical Regression Analysis of Trusting Relationship with Health 
Care Provider for Influenza Immunization Status 
 
 




df p value Exp (β) 
 Doctor 
Recommendation 
.632 .120 27.766 1 *.000 1.881 
Trust of MD .194 .308 .395 1 .530 1.214 
Caring 
relationship 
.078 .330 .056 1 .812 1.082 
Procedures w/o 
patient knowledge 
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Chi-square tests at the level of p<.0.05 were conducted in order to answer Research 
Question 7: Do the influenza immunization practices of African American adults in Blount 
county 18 years of age and older differ significantly according to how they learned about the flu 
vaccine? Predictor variables were news/media, health care provider, family/ friends, 
employer/work, community center, church, school, and other (write in). Respondents checked all 





significance level, immunization status differed significantly according to news/media 
(χ
2
=14.818, p=.000), family/friends (χ
2





=10.436, p =.000), and school (χ
2
=12.071, p=.001). Write-in responses for 
the category “other” were health department and military. Responses for the “other” category 
duplicated those provided in the survey. Due to the small number of responses to this category, it 
was not statistically significant. Table 14 provides a description of influenza immunization status 
by how respondents learned about the flu vaccine. 
 
Table 14. Description of Influenza Immunization Status by how Respondents Learned 














          News/Media  
          HC provider 
          Fam/Friends 
          Emp/Work 
          Com Ctr 
          Church 
          School 








































  .062 
*.001 
  .016 
*p<0.05 
 
All statistically significant factors from the models were placed in a logistical regression 
model. The overall model has a Wald Value of 105.984, p=.000. Eighty-four percent of 
respondents were classified correctly according to this model. Within this model 83% of 





predicted to receive the vaccine received it. This model was a better predictor of those who 
would receive the vaccine, than those who would not. 
The significant predictors of influenza vaccination according to the model are: 
Perception that relatives and friends think that one should get the flu vaccine (Question 11) 
(Wald χ
2
=2.108, p=.000); People in my community receive the vaccine (Question 19)  
(Wald χ
2
=7.930, p=.005), and I think that the flu vaccine is safe (Question 15) (Wald χ
2
= 12.223, 
p=.000). Odds ratios were interpreted for this model. The odds of receiving the vaccine are two 
times greater for those who perceive that their relatives and close friends think they should get 
the flu vaccine (OR=2.1; [C.I.=1.399-3.177]), and two times greater if one thinks the vaccine is 
safe (OR=2.3;[C.I.=1.454 -3.778]). Table 15 provides a description of the logistical regression 

















Table 15. Logistical Regression Analysis for Statistically Significant Predictors of 
Influenza Immunization Status 
 
 




df p value Exp (β)  




-.711 .252 7.930 1 *.005 .491 
Relatives/friends .746 .209 12.710 1 *.000 2.108 
Vaccine effective .097 .280 .120 1 .729 1.102 
Risk of illness .000 .174 .000 1 .999 1.000 
Vaccine is safe .852 .244 12.223 1 *.000 2.344 
Vaccine wise .503 .251 4.001 1 .045 1.653 
Aware of location -.017 .252 .005 1 .946 .983 
Doctor 
recommendation 

































 The purpose of this chapter was to provide results from the nominal group technique and 
pilot testing for the survey. It also included statistical analysis and interpretation of data collected 
at Black Churches, a barber/beauty shop, and community center events. The Nominal Group 
Technique and Pilot Testing resulted in changes to the written survey and administration of the 
instrument.   
Data from this study indicates that vaccine safety and the influence of family and friends 
are the strongest positive predictors of influenza immunization status. Agreement with the 





vaccination status. Influenza immunization practices differ significantly based on how people 
learned about the vaccine. The sources of knowledge that differed significantly were 
news/media, family/friends, employer, community centers, and school. Influenza immunization 
practices do not differ significantly according to age, gender, work status and educational status. 









FINDINGS, CONCLUSIONS, and RECOMMENDATIONS  
 
Introduction 
The purpose of this study was to examine factors affecting influenza immunization status 
among African American adults ages 18 and older living in Blount County. The study sample 
was obtained through local churches, community center events, and a barber/beauty shop. All 
participants consented to participate in the study. 
The survey instrument developed for the study is a written survey. The survey was  
 
based on national phone surveys and used with permission (Johnson et al., 2008; Santibanez et 
al., 2010; University of Pittsburgh, n.d.). The survey was modified by using a modified Nominal 
Group Technique and Pilot Testing. All collected data were analyzed using SPSS 17.0. 
Logistical Regression modeling and Chi-square tests were used to examine relationships between 
the outcome variable, influenza immunization status and the independent variables.  
Independent variables were: perceptions of the flu vaccine, one’s knowledge of the flu vaccine,  
 
trust of health care providers, how one learned about the vaccine, demographic characteristics,  
 
access to the vaccine, and social influence. Perceptions were defined as vaccine safety,  
 
effectiveness, and susceptibility to the flu. The listing of findings and conclusions in this chapter 
 











Findings based on Perceptions and Knowledge Related to the Flu Vaccine 
1. Research Question 1: Do the influenza immunization practices of African American 
adults in Blount County 18 years of age and older differ significantly according to 
perceptions of the flu vaccine and the flu? 
Thirty-six study participants self-reported fear related to the flu vaccine. Of the 36 
participants, 12 received the flu vaccine and 24 did not.  According to the content 
analysis, the major themes for fear were personal, family, or community member 
experience of illness due to the flu vaccine. 
2. Research Question 1: Do the influenza immunization practices of African American 
adults in Blount County 18 years of age and older differ significantly according to 
perceptions of the flu vaccine and the flu?  
According to the data analysis, influenza immunization practices differed significantly by 
perceived effectiveness (p = .014), safety (p=.001), and risk of becoming ill if the vaccine 
was not received (p=.011). Study participants were twice as likely to receive the flu 
vaccine if one perceived that the vaccine was effective (OR=1.8), safe (OR=2.4), and if 
one thought he/she was at risk of becoming ill if he/she did not receive the vaccine 
(OR=1.5). 
3. Research Question 2: Do the influenza immunization practices of African American 
adults in Blount County 18 years of age and older differ significantly according to one’s 
knowledge about the flu vaccine? 
Knowledge about the flu vaccine was measured with the survey statements, “It is 





to do,” and “I am aware of the national recommendations for the flu vaccine.” According 
to the data analysis, influenza immunization practices differed significantly by the 
statement “I feel that getting the flu vaccine is a wise thing to do” (p=.000). Study 
participants were three times more likely to receive the flu vaccine if they felt that it was 
a wise thing to do (OR=3.4).  
4. Research Question 3: Do the influenza immunization practices of African American 
adults in Blount County 18 years of age and older differ significantly depending on 
access to the flu vaccine? 
Access was measured as awareness of location for receiving the flu vaccine, perceived 
expense of the vaccine, transportation, and health insurance. According to the data 
analysis, influenza immunization practices differed significantly by awareness of location 
for receiving the flu vaccine (p=.039).Study participants were twice as likely to receive 
the flu vaccine if they were aware of locations for receiving it (OR=1.6).  
5. Research Question 4: Do the influenza immunization practices of African American 
adults in Blount County 18 years of age and older differ significantly because of social 
influence? 
According to the data analysis, influenza immunization practices differed significantly by 
both predictors of social influence, “People in my community receive the vaccine”  
(p=.000) and “My relatives and close friends think that I should get the flu vaccine” 
(p=.011) were statistically significant. Study participants were three times more likely to 
receive the flu vaccine if their close relatives and friends thought that they should receive 
it (OR=2.7). “People in my community receive the vaccine” was a negative predictor of 





Findings Based on Demographic Factors 
Research Question 5: Do the influenza immunization practices of African American adults in 
Blount County 18 years of age and older differ significantly according to personal demographic 
information? 
6.  There were 230 adults whose surveys met the criteria for this study. Fifty-three 
percent of participants received the flu vaccine last flu season, while 47% did not.  
7.  Of the 230 participants, 79% were ages 18-64, and 21% were aged 65 and older. The 
mean age for study participants was 52.5.  Influenza immunization practices did not 
differ significantly based on age.  
8.  The majority of the participants were female (70%). Influenza immunization practices 
did not differ significantly based on gender. 
9.  The majority of participants self-reported as having health insurance (93%).  
10.  More than 50% of participants held some type of employment. Thirty-one percent of 
participants self-reported as retired and 2% as disabled. Three percent classified 
themselves as students. Influenza immunization practices did not differ significantly 
based on work status. 
11.  More than 90% of participants had a least a high school education. Influenza 








Findings based on Perceptions and Knowledge Related to the Flu Vaccine 
12. Research Question 6: Do the influenza immunization practices of African American 
adults in Blount County 18 years of age and older differ significantly according to having 
a trusting relationship with their health care provider? 
Statements for the construct, having a trusting relationship with health care provider, 
were: “I am more likely to get the flu vaccine if my doctor recommends it,” “I have a 
trusting relationship with my health care providers,” and “My health provider expresses 
care for me.” According to the data analysis, influenza immunization practices differed 
significantly by doctor recommendation (p=.000). Study participants were twice as likely 
to receive the flu vaccine if they received a doctor recommendation  
(OR= 1.8). 
13. Research Question 7: Do the influenza immunization practices of African American 
adults in Blount county 18 years of age and older differ significantly according to how 
they learned about the flu vaccine? 
According to the data analysis, influenza immunization practices of African American 
adults in Blount County ages 18 and older were related to how they learned about the flu 
vaccine. Significant predictors of vaccination were: Learning from the news/media 
(p=.000), family/friends (p=.000), employer/work (p=.008), community centers 
(p=.000), and schools (p=.001).  
14.  Overall Findings-Social Influence 
Among all factors influencing influenza immunization status for African American adults 
in Blount County ages 18 and older, social influence is one of the strongest predictors of 





friends think that I should get the flu vaccine” is a positive predictor of vaccination status 
(β=.746, p=.000). Study participants were twice as likely to receive the vaccine if they 
perceived that friends and family thought they should receive it (OR=2.1).The statement 
“People in my community receive the flu vaccine” was a negative predictor 
(β=-.711, p=.005). 
15.      Overall Findings- Vaccine Safety 
Among all factors influencing influenza immunization status for African American adults 
in Blount County ages 18 and older, vaccine safety is one of the strongest predictors of 
flu vaccination (p=.000). Study participants were twice as likely to receive the flu vaccine 
if they thought it was safe (OR=2.3). 
 
Conclusions 
The following conclusions were drawn on the basis of the research:  
1. African American adults are more likely to receive the influenza vaccine if they feel 
susceptible to the flu, perceive that the vaccine is safe, and that it is effective as reported 
by this study. Previous research supports this conclusion (Adult Immunization Consensus 
Panel, 2003; Daniels et al., 2007; Lindley et al., 2006; Santibanez et al., 2010, Wray et 
al., 2009). This conclusion can be linked to the behavioral belief construct of the Theory 
of Planned Behavior Model, with personal beliefs being a link to behavior and expected 
outcomes (Ajzen, 1991).  
2.   Influenza immunization status for African American adults differs significantly according 
to one’s knowledge about the flu vaccine based on this study. Literature supports this 





to the control belief construct of the Theory of Planned Behavior Model (Ajzen, 1991). 
The construct explains that specific factors perceived as out of one’s control, such as lack 
of knowledge, may prohibit one from performing a behavior. 
3. Access to the flu vaccine is a significant predictor of influenza immunization status for 
African Americans according to this study, as it pertains to awareness of where one can 
receive the vaccine. This finding adds to the literature on issues of access, since studies 
usually define access as health insurance, costs, and transportation (Bennett et al., 2010; 
Probst, Moore, Glover, & Samuels, 2004). This finding supports the literature indicating 
that having insurance and health service utilization is not a positive predictor of influenza 
immunization status among African American adults (Farris, 2005; Lindley et al., 2006; 
O’Malley & Forrest, 2006). Access predictors are related to the control belief and 
perceived behavioral control constructs of the theory of planned behavior model (Ajzen, 
1991).  According to the model, control beliefs are directly linked to one’s perceived 
behavioral control. 
4. Social influence, as it pertains to recommendations from family and close friends is a 
positive predictor of influenza immunization (Zimmerman et al., 2003). A study by 
Schensul et al., (2009) indicated that positive social influence, such as peer education can 
increase influenza immunization rates. However, African American adults in this study 
differed significantly according to immunization status if they thought others in the 
community were receiving the vaccine. This may be due to fear associated with the flu 
vaccine. As mentioned in the results, fears noted by participants consisted of personal 
experiences or reports from family and friends of illness due to the vaccine. This is 





significant predictor of influenza immunization status (Adult Immunization Consensus 
Panel, 2003; Harris et al., 2006; Winston et al., 2003). The impact of social influence 
among African Americans in Blount County may be empowered by public home places 
such as Black Churches and community centers (Belenky, 1996b).This conclusion is 
related to the construct of normative beliefs of the Theory of Planned Behavior. 
Normative beliefs are one’s perceptions of expected behavior from their referent group 
(McKenzie et al., 2009).  
5. Influenza immunization practices of African American adults do not differ significantly 
according to age, gender, educational level, and work status according to this study. The 
literature supports this conclusion as it pertains to educational level (Daniels et al, 2007; 
Jones et al., 2010). As for age, adults ages 50-64 years may be less likely to receive the 
influenza vaccine than older adults (Walker et al., 2010). According to the literature, 
gender and work status are not predictors of influenza immunization African American 
adults. 
6. In this study, influenza immunization practices differ significantly for African American 
adults based on having a trusting relationship with their health care provider. The 
literature supports this conclusion based on doctor recommendation being a positive 
predictor of influenza immunization (Churchwell & Schaffner, 2011; Winston et al., 
2003; Wray et al., 2007)).  
7. Influenza immunization practices of African American adults differ significantly 
according to how they learned about the flu vaccine in this study. There is a paucity of 





that family and friends are a significant source of knowledge about the flu vaccine. This 
is consistent with the literature (Santibanez, et al, 2010). Employer/work, the community 
center, and school are significant predictors. This conclusion is not found in the literature. 
News/media are significant predictors in this study. News/Media could have a positive or 
negative effect, depending on how messages are perceived by the community. This 
conclusion was not found in the literature. Lastly, pastors were not significant sources of 
knowledge for the flu vaccine. Pastors may not share information about the flu vaccine 
due to negative community perceptions. Many Blount County church members do not 
want flu clinics in their churches (personal communication, M. Roberts, February 10, 
2010). This may relate to subjective knowledge of individuals in the community. 
Community members may honor their own voices more than others (Belenky et al., 
1986). Results may also relate to received knowledge, which may have consisted of 
receiving negative information from community members about vaccines as factual 
(Belenky et al., 1986).  
8. One of the most significant predictors of influenza immunization status across all patient 
factors examined for this study was the construct of social influence. As mentioned in 
conclusion four and supported by the literature, family and friends is a positive predictor 
of influenza immunization. The positive predictor of family and friend referrals indicates 
the use of subjective knowledge, with family and close friends being used as the referent 
group for health knowledge, not the general community (Belenky et al., 1986). This is 
consistent with the literature, as people are more likely to receive the vaccine if their 
loved ones receive it (Schensul et al., 2009; Zimmerman et al., 2003). However, the 





negatively related to influenza vaccination status. There may be several reasons for this 
conclusion. Knowledge of people in the community receiving the influenza vaccine may 
lead to negative attitudes. This could be due to stories of people becoming ill from the 
vaccine, as expressed by participants in the study. This validates the concept of collective 
memory (Reverby, 2001). Although the Tuskegee study was not mentioned, collective 
perceptions of illness due to the vaccine and non-support of the project from the previous 
year may have affected influenza immunization status in the African American 
community in Blount county. People do listen and remember their history. 
9. One of the most significant predictors of influenza immunization status across all patient 
factors examined for this study was vaccine safety. This conclusion is consistent with the 
literature, as African Americans express fear of receiving the flu from the vaccine and 
concern about how it is made (Lindley et al., 2006; Wray et al., 2009). Fear and 
perceptions of safety may be linked to historical experiences of African Americans with 
health care (Washington, 2006). 
Recommendations 
The purpose of this study was to determine which factors play a role in the decision to 
receive influenza immunization for African American adults ages 18 and older. The following 
recommendations are offered for health educators, community members, researchers, and others 
when working with African American adult populations in Blount County and peer counties: 
1. Education programs and survey methods pertaining to the flu vaccine should be customized 





theoretical models should be utilized in developing questionnaires. For example, Wray et 
al. (2009) utilized constructs from the Theory of Planned Behavior as a theoretical basis for 
an influenza vaccine questionnaire.  
2. Influenza immunization outreach efforts should consider the use of peer education and 
influential leaders, such as pastors and health care providers, as a means to increase 
influenza immunization rates among African American adults. It is clear from this study 
and the literature that social influence is a powerful tool within the community (Schensul et 
al., 2009). 
3.  Health educators and others designing immunization campaigns should consider personal 
and historical experiences of African American adults in regards to the flu vaccine, such as 
fear of becoming ill due to the vaccine and resulting mistrust due to the historical 
mistreatment of African Americans in health care. Fear of becoming ill from the vaccine 
may be linked to perceptions of people being injected with syphilis during the Tuskegee 
experiment. 
4. Further research should be conducted in order to ascertain the effects of sources of 
information on influenza immunization status, such as news/media, community centers, and 
schools. 
 5.    Influenza immunization campaigns for African American adults should include information  
        








6. Further research on influenza immunization practices should be conducted in regards to 
survey development specifically for African American adults. The location of a 
publically available influenza immunization survey specifically for African Americans is 
not available based on the researcher’s review of the literature. 
7. Further research on influenza immunization practices of African American adults who 
chose not to receive the flu vaccine should be conducted. 
Summary 
 This chapter presented findings, conclusions, and recommendations based on the study 
conducted with African American adults in Blount County. Chapter VI will describe the 
researcher’s reflections in retrospect on data collection, factors not included in the analysis but 

















THE STUDY IN RETROSPECT 
 
Introduction 
As the investigator, the conclusion of this research study leaves me grateful and hopeful 
for the health future of African Americans and the use of health education to address health 
disparities.  The power of social influence was evident in this study. Community members at 
each church, barber/beauty shop, and community center event that I attended greeted me with 
warmth and welcomed me into the community. This was due to my positive meeting with an 
influential gatekeeper before data collection. Most participants were eager to complete the 
survey. Recruiting and partnership methods used in this study can be modeled for other 
investigators wishing to partner with similar African American communities. 
 
Personal Reflections 
Each part of data collection provided a rich learning experience as I interacted with 
community members. During the Nominal Group Technique (NGT) and Pilot Testing process, I 
learned that African Americans are used to completing surveys, instead of participating in survey 
development. As the moderator for NGT, I was able to help the recorders ask the participants for 
more details on their responses. Once everyone realized the power of their role, they willingly 
shared honest opinions on the survey and were eager to help. 
Recruitment of study participants required open and honest conversations with an 
influential community leader, pastors, a barber/beauty shop owner, and the community 





study was completed. I also had open and honest conversations with study participants. Many 
people wanted to talk about the study more than completing the survey, which demonstrated the 
potential benefits of a qualitative study in this community.  
One study participant shared with me that she does not receive the flu shot, because she 
knows her own body, the doctors do not. This was in agreement with verbal statements by 
several other community members that the flu vaccine makes people sick, and that it does not 
make sense to inject a germ into one’s body. On the other hand, a retired community health nurse 
insisted on recruiting others to complete the survey during a community event. Other study 
participants stated very clearly that the flu shot was necessary to prevent the flu. A few potential 
participants chose not to complete the study, but this probably had to do with negative 
communication in the community about a flu vaccine study from the prior season. All 
experiences were a reminder to me that investigators should always be respectful and sensitive to 
the health beliefs of others and the community history.  
Data collection occurred June 2011 to August 2011 at local Black Churches, a 
barber/beauty shop, and community center events. The warmth of the personal responses was 
remarkable because of my initial contacts and conversations with influential community leaders. 
The power of social influence was evident as I moved with ease through the community. After 
visiting a few community events, several church members stated that they remembered me and 
were excited that I was at their church. They smiled and welcomed me into the community once 
again. My attendance at each church service was meaningful. I was not in the church service to 
only collect data. Rather, I was a willing participant in an important community event. The 
support I received from local pastors and church members indicates that churches could be a 





It was an honor as an African American woman, daughter of a Freedom Fighter, to give 
back to my community through this study. I was invited to come back to each church and the 
community center to provide health resources and education. The multitude of invitations I 
received speaks to the need for more culturally appropriate health education in the African 
American community. This is a priority population that health educators need to partner with 
more extensively.  
In developing this study, I reflected on the use of referent groups in research. The 
decision made for use of a referent group is both political and practical in nature. Most studies 
compare the health status of Caucasians to African Americans, with Caucasians used as the 
referent group.  These types of studies often present the results without examining the underlying 
reasons for disparities in health status. This may serve to demonize specific health behaviors or 
make African Americans look inferior. Indeed, African Americans overall have poorer health 
outcomes in this country compared to other racial groups in some areas. However, knowing the 
reasons that lie behind the statistics is what will assist us in more successful health education 
efforts and hopefully better health outcomes, particularly in preventive health care such as 
immunizations.  
After reflecting on this study, it seems that health education immunization interventions 
for the African American community should focus on partnerships, health beliefs, and the power 
of social influence. Partnerships between churches and health educators should expand to include 
assessments of what African Americans want to learn about the flu vaccine and how they would 
like to learn about it. For example, hand washing and other wellness strategies can be 
emphasized in the prevention of the flu. In addition, community members may want to learn 





occur between physicians, patients, and health educators.  Health educators should consider 
partnerships with potential peer educators, such as the retired public health nurse at the 
community center. 
Lastly, health beliefs should be addressed respectfully. The purpose of education is not to 
argue with personal perceptions, but provide information in a manner that allows people to make 
informed decisions.  It is not appropriate to tell someone that they did not become sick after 
taking a flu shot, regardless of what the source of illness was. 
 
Summary 
Influenza immunization disparities continue between African Americans and Whites, 
regardless of socioeconomic factors, such as education. Studies indicated that factors such as 
vaccine safety, susceptibility to illness, social influence, access, demographic factors, and 
relationship with health care providers affect influenza immunization status. The investigator 
found factors of safety and social influence to be salient in this study. Particularly, the concept of 
becoming ill due to the flu shot was prominent among those who were unvaccinated. Findings 
indicate that further health education work needs to be done to dispel the fear of receiving the flu 
vaccine as associated with vaccine safety.  
Discussions with study participants indicated a willingness to participate in research if it 
is explained properly and conducted in a manner that honors the community.  Further research 
should be conducted with influential community leaders, such as pastors. The Black Church 
displays great potential for health education interventions along with community centers. 
This experience has emphasized the need for culturally appropriate health research and 





potential partnerships will be realized in African American communities across the country in a 
manner that adequately addresses health disparities. It will be helpful to view health disparities 
among African Americans, not just between African Americans and Whites. 
 Limitations to the study were: people would provide an accurate self-report of 
vaccinations status, participants would adequately complete the survey instrument, literacy levels 
would not be a hindrance in survey completion, and sample size would reflect regular 
participation at sites for data collection. Several sites mentioned that church members were on 
vacation. Also, survey questions were not previously tested for reliability. However, content 
validity and face validity was tested.  
Public health professionals and educators may find information from this study useful 
when conducting assessments and developing health education interventions. Results from this 
study indicated that addressing issues of safety and conflicting information in regards to social 
influence may increase influenza immunization status among the African American community. 
It is important to note other factors that were significant, such as doctor recommendations and 
being aware of locations to receive the vaccine. These factors should be addressed as well. As 
the new guidelines for influenza immunization are still being realized, hopefully this study will 
provide motivation for an ecological approach to preventing morbidity and mortality from the flu 
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This letter authorizes you to use the survey instruments used as the basis for market research with 
consumers and health care providers conducted by Adelphi Research by Design on behalf of Sanofi 
Pasteur (“Barriers to Adult Immunization”) in 2006. 
 






Vice President & Group Director 
 
cc: David R. Johnson, MD, MPH, Senior Director, Global Medical Affairs, Sanofi Pasteur  
 
From: Richard K Zimmerman  
Sent: Thursday, February 17, 2011 8:06 AM 
To: Story, Chandra Russell 
Subject: RE: Request for survey 




From: Story, Chandra Russell  
Sent: Wednesday, February 02, 2011 3:18 PM 
To: zimmerman 
Subject: Request for suvey 
  
 Good afternoon, 
 
I am a doctoral student working on a research project regarding adult immunization disparities as it 
relates to influenza. I was wondering if I could view a copy of the questionairre used for your article, 





Chandra R. Story, MHS, MT(ASCP) 
Doctoral Student, Public Health 




You can modify the questionnaire to fit the needs of your study. It would be sufficient to reference the 
American Journal of Health Behavior paper and say that your study used a modified version of the 






From: Story, Chandra Russell  
Sent: Friday, December 17, 2010 10:04 PM 
To: Santibanez 
Subject: RE: Telephone survey questions from the Behavior and Beliefs about Influenza Article 
Thank you so much.  I am working on this for my dissertation topic, so I was wondering if this email will 






Sent: Friday, December 17, 2010 9:09 AM 
To: Story, Chandra Russell 
Subject: RE: Telephone survey questions from the Behavior and Beliefs about Influenza Article 
Chandra— 
The questionnaire is attached. Best wishes for your studies.  
-- Santibanez 
 From: Story, Chandra Russell  
Sent: Thursday, December 16, 2010 10:38 PM 
To: Santibanez 
Subject: Telephone survey questions from the Behavior and Beliefs about Influenza Article 
 Good evening, 
 
I am a doctoral student at UT Knoxville conducting some research on beliefs and perceptions regarding 
influenza vaccination status for adults. I was wondering if I could obtain a copy of the telephone survey 
used for your article in the American Journal of Health Behavior, or at least find out how to obtain access 
to some of the questions. 
 





































































Dear Participant,  
 
 
I am a doctoral student in Public Health at the University of Tennessee, Knoxville. I would like to 
invite you to partner with me in my dissertation research study entitled “Factors Associated with 
Influenza Immunization Status in African American Adults”. The study is in partial requirement for 
the PhD in Health Education, Health Behavior. The purpose of the study is to examine how specific 
factors, such as perceptions of vaccine safety or sources of health information may affect decisions to 
receive the flu vaccine. Results from the study could inform community leaders, public health 
workers, and others interested in the topic.  
 
 
If you choose to participate in the study, I will provide a written survey for your review during an in-
person group meeting. Participants will then review the survey and answer questions that I will 
provide. Participants will provide responses on index cards. I will then ask questions to clarify 
information provided. The process will take approximately 45 minutes to complete as a group. You 




All information will be collected anonymously. Data will be stored securely at the University of 
Tennessee, Knoxville. No reference will be made in oral or written reports which would identify 
participants in the study. This study is approved by the University of Tennessee, Knoxville 
Institutional Review Board.  
 
 
If you would like to participate in this study, please confirm participation by May 31 via email or 






Chandra R. Story, MHS, MT (ASCP)  

























































Adult Influenza Immunization Survey 
 
INTRODUCTION 
I am a doctoral student in Public Health at the University of Tennessee, 
Knoxville. You are invited to participate in a research study pertaining to 
influenza vaccination status among African Americans in your community. 
The study is in partial requirement for the PhD in Health Education, Health 
Behavior. The purpose of the study is to help us understand how specific 
patient-related factors, such as how you have learned about the flu vaccine, 
may affect your decision to receive the flu vaccine. 
 
Instructions: Please rate how strongly you agree or 
disagree with the following statements by placing an X in 
the appropriate box. The flu vaccine refers to the flu shot 

















1. I feel that I am at 
risk of getting ill if I 
do not receive the flu 
vaccine. 
 
     
2. It is important to 
keep up with 
vaccinations. 
 
     
3. I feel that getting 
the flu vaccine is a 
wise thing to do. 
 
     
4. I am aware of the 
national 
recommendations for 
























5. If a person in the 
house gets the flu, 
other members of 
the household are 




     
6. The flu vaccine is 
effective. 
 
     
7. I am more likely to 




     
8. I have a trusting 
relationship with my 
doctor. 
 
     
9. My health care 
provider expresses 
care for me. 
 
     
10. Health care 
providers are known 
for doing procedures 
without the patient 
being aware of what 
is being done. 
 
     
11. My relatives and 
close friends think 
that I should get the 
flu vaccine. 
 
     
12. The flu vaccine 
could interact with 
my current 
medications. 




















13. I could get the flu 
from receiving the 
flu vaccine. 
 
     
14. Serious side 
effects from the flu 
vaccine are common. 
 
     
15. I think that the flu 
vaccine is safe. 
 
 
     
16. I am aware of 
locations that I can 
receive the flu 
vaccine. 
 
     
17. The flu vaccine 
costs too much for 
me. 
 
     
18. I don’t have 
transportation to get 
the flu vaccine. 
 
     
19. People in my 
community receive 
the flu vaccine. 
 
     
20. The flu vaccine 
does not cover all 
strains of the flu. 
     
 

















22. If you received the flu vaccine last season, was this your first time 































































25. How did you learn about the flu shot? Please check all that apply. 
 




































































29. Please provide your age. _______ 
 
30. What is the last grade or year of school that you completed? 
 
No Formal Schooling 
 
 




Some High School (9-<12) 
 
 






























































34. How would you like to learn about the flu vaccine? (Check all that 
apply) 
 




























36. Please comment on any reasons for choosing to receive or not to 
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I am a doctoral student at the University of Tennessee, Knoxville. I would like to invite you to 
partner with me in my study entitled “Factors Associated with Influenza Immunization Status in 
African American Adults”. The study is in partial requirement for the PhD in Health Education, 
Health Behavior. The purpose of the study is to examine how specific factors, such as your 
perceptions of vaccine safety or sources of health information may affect your decision to 
receive the flu vaccine. The flu vaccine is defined as the flu shot or nasal mist. Results from the 
study could be used to inform community leaders, public health workers, and others interested 
in the topic. The purpose of the study is NOT to influence participants to receive the vaccine. 
 
If you choose to participate in the study, I will provide a written survey for your completion and 
informed consent form for your signature. Participation in this study is voluntary; anyone may 
decline to participate at any time. The survey will take approximately 15 minutes to complete.  
 
All information will be collected without names. Data will be stored securely at the University of 
Tennessee, Knoxville. No reference will be made in oral or written reports which would identify 
participants in the study.  
 
If you have any questions or concerns, you may contact Chandra Story, Doctoral student. 















































































Thank you for speaking to me on the phone today in regards to my project. I am a doctoral student in 
Public Health at the University of Tennessee, Knoxville. I would like to invite members of your 
organization to partner with me in my dissertation research study entitled “Factors Associated with 
Influenza Immunization Status in African American Adults”. The study is in partial requirement for the 
PhD in Health Education, Health Behavior. The purpose of the study is to examine how specific factors, 
such as perceptions of vaccine safety or sources of health information may affect decisions to receive 
the flu vaccine. Results from the study could inform community leaders, public health workers, and 
researchers interested in this topic.  
The study consists of a written survey that I will administer to each participant on ______, between 
Sunday school and worship service, as well as after morning worship service.  The written survey 
consists of Likert scale, (responses may range from 1-5), multiple choice and open ended questions. 
Participation in this study is voluntary; anyone may decline to participate without penalty. Incentives will 
not be provided to participants. The survey will take approximately 10-15 minutes to complete.  
All information will be kept confidential. Data will be stored securely and will be made available only to 
persons conducting the study unless participants specifically give permission in writing to do otherwise. 
No reference will be made in oral or written reports which could link participants to the study or the 
organization.  At the end of my study, I will send a brief summary to your congregation to share results 
from churches and other organizations that I have surveyed in your county. 
If you have any questions or concerns, feel free to contact me. Thank you for your support. Many 































            Informed Consent 
Patient-Related Factors Associated with Influenza Immunization Status Among African 
Americans  
INTRODUCTION  
You are invited to participate in a research study pertaining to influenza vaccination practices 
among African Americans. The purpose of the study is to help us understand patient-related 
factors associated with influenza vaccination status, such as how you have learned about the flu 
vaccine. All survey questions were used and modified with permission of the authors, Johnson, 
et al. (2008), Santibanez et al., (2010) and The University of Pittsburgh, Immunization Research 
Group.  
INFORMATION ABOUT PARTICIPANTS' INVOLVEMENT IN THE STUDY  
A written information sheet and survey will be provided to all participants. The researcher will 
be present to answer any questions or address any concerns about the survey instrument. After 
any questions or concerns are addressed, the researcher will administer the survey to those who 
choose to participate in the study. Completed surveys will be collected by the researcher.  
The survey will take approximately 15 minutes to complete. The entire study will  
conclude April 30, 2012.  
RISKS  
Minimal to no risks are anticipated in this study.  
BENEFITS  
Results from this study could inform community leaders, public health workers and  
others interested in the topic.  
CONFIDENTIALITY  
All information will be collected anonymously. Data will be stored securely at the University of 
Tennessee, Knoxville. No reference will be made in oral or written reports which would identify 
participants in the study.  
CONTACT  
If you have questions at any time about the study or the procedures, you may contact the 
researcher, Chandra Story. If you have questions about your rights as a participant, contact the 









Your participation in this study is voluntary; you may decline to participate without penalty. If 
you decide to participate, you may withdraw from the study at anytime without penalty and 
without loss of benefits to which you are otherwise entitled. If you withdraw from the study 
before data collection is completed your data will be returned to you or destroyed. Return of the 




















































List of Black Churches and Recreation Centers  
 
Blount County  
 
Mother Love Baptist Church  
3919 Wrights Ferry Road 
Louisville, TN  37777 
 
St. Paul A.M.E. Zion Church  
401 West Broadway 
Maryville, TN  37801 
 
St. Paul A.M.E. Church   
810 North Hall Road 
Alcoa, TN.  37701 
 
St. Peter Primitive Baptist Church   
140 East Howe Street 
Alcoa, TN  37701 
 
Robinson Chapel Cumberland Presbyterian Church   
177 West Howe Street 
Alcoa, TN  37701 
 
Praise Temple Assembly of God 
1873 Wright Road 
Alcoa, TN  37701 
 
Rest Haven Baptist Church  
224 East Watt Street 
Alcoa, TN  37701 
 
Mt. Pleasant A.M.E. Zion Church    
3664 Grade Road 
Rockford, TN    
 
Bethel Missionary Baptist Church    
P.O. Box 177  
Alcoa, TN  37701 
 
St. John Missionary Baptist Church 
306 Bessie Harvey Avenue   










Everett Recreation Center 
318 S. Everett High Road, Maryville, TN 37804 
 
Martin Luther King, Jr. Community Center 
209 E. Franklin Street, Alcoa, TN 37701 
 
Everett Senior Center 
702 Burchfield Street in Everett Park in Maryville. 
 
Springbrook Recreation Center 








































Chandra R. Story has held a variety of positions in the field of public health, from allied 
health care technologist to project manager. Prior to entering the doctoral program in Community 
Health at the University of Tennessee, Knoxville, she served as the project coordinator for the 
statewide Idaho Youth Suicide Prevention Project. As project coordinator, Story served as a 
supervisor for graduate research assistants, cultural competency lead, and trainer. This position 
utilized her experience as former communications/social marketing manager and cultural 
competency lead for the Idaho System of Care initiative, “Building on Each Other’s Strengths.”  
Ms. Story managed the statewide anti-stigma campaign, developed communication plans, 
facilitated a social marketing workgroup, and facilitated the development of a statewide cultural 
competency plan. During a three year period, the project won six national “Excellence in 
Communications and Community Outreach” awards from the U.S. Substance Abuse and Mental 
Health Services Administration.  In addition, one of the publications won an award from the 
National Public Health Information Coalition.  As cultural competency lead, she developed and 
implemented a successful cultural competency module for the award winning Police 
Pocket Guide Training, a statewide training series for law enforcement officers on the signs and 
symptoms of mental illness in youth. 
While working as a graduate assistant, Ms. Story aided in the implementation of a 
statewide social marketing/anti-stigma campaign for people with disabilities. Research as a 
graduate student included health promotion in the Hispanic community and an evaluation of 
Idaho’s federally funded abstinence education programs.  She holds a Bachelor of Science 
degree in Medical Technology from the University of Tennessee, Knoxville, and a Master of 





Currently, Story is a doctoral candidate in the Community Health PhD program at the 
University of Tennessee, Knoxville.  As a graduate teaching associate, she served as the sole 
instructor for a Health 110 course, “Personal Health and Wellness” for one academic year. Her 
instruction resulted in more than 90% of students reporting effective instruction for Spring 
semester 2010.  She also served as a graduate assistant for a campus suicide prevention initiative 
and Wellness Assistant for Student Health Services. She is a reviewer for the Centers for Disease 
Control and Prevention Preventing Chronic Disease journal. Her current graduate research 
assignment is project director for the AIDS United Southern REACH evaluation. 
Honors include induction in Phi Kappa Phi, recipient of a National Public Health 
Communications Award, and the Heroes in Action Award. She also received the Dr. June D. 
Gorski Scholarship for her contributions to Public Health. In press for August 2012 is a book 
chapter in the Praeger’s Veterans’ Handbook on Suicide Prevention and Mental Health for 
Veterans and active military personnel. 
Her campus and community service activities include: executive board member for the 
UTK Black Graduate Professional Student Association, departmental representative for the 
Graduate Student Senate, faculty search committee member, VolAware Suicide Prevention 
committee member, and planning committee member for Society of Public Health Education 
Conference. 
When not engaged in professional or community outreach, Ms. Story enjoys singing, 
ballet dancing, and playing the piano. Also, she donates time to her community by providing 
health education sessions to local Black Churches. 
 
 
